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Alpers * states that approximately 80% of the cerebro- 
vascular accidents resulting in paralysis of one or more 
extremities are associated with cerebral vessel thrombo- 
sis. At the present time, Rusk * and his associates are 
making outstanding contributions to rehabilitation of 
these stricken patients. These workers are demonstrating, 
brilliantly, that the application of the principles of phys- 
ical medicine and a group muscle retraining program for 


physical defects, begun immediately after cerebrovascular 


accident, can change a dependent, bedridden patient to a 
physically independent individual. In many instances, 
these crippled patients become capable of gainful em- 
ployment. 

In treatment of the residual defects following cerebral 
infarction, spasticity of the muscle groups in the ex- 
tremities, which normally follows pyramidal tract injury, 
presents a stumbling block to the physical therapist. Like- 
_ wise, painful stimuli arising from manipulation of the 
spastic arms and legs present a major obstacle in rehabili- 
tation. To overcome these factors, various anesthetic pro- 
cedures and parenterally administered drugs have been 
utilized in the hope of obtaining the full gainful effect of 
physical medicine as applied to these handicapped pa- 
tients. Intramuscularly administered procaine, neostig- 
mine (Prostigmin), atropine, and curare, as well as hy- 
drotherapy and ethyl chloride spray have been used as 
adjuncts to physical therapy and muscle reeducation with 
varying success. The application of glucocorticosteroids 
to the spastic hemiplegic grew out of a recent experience 
by one of us (R.F.S.) in the course of a treatment pro- 
gram of a 62-year-old male who suffered two separate 
cerebrovascular accidents resulting in a markedly spastic 
right arm (three and a half months’ duration) and left 
leg (two and a half weeks’ duration). The similarity of a 
“frozen shoulder” syndrome (x-ray evidence of a cal- 
careous tendonitis ) to certain aspects of the spastic para- 


lyzed right arm initiated the use of cortisone, orally, in 
the therapeutic regimen. Three days after cortisone ther- 
apy was started, a relaxation of the spasticity of the left 
leg was observed, with almost a normal range of passive 
motion of the extremity. Also, marked increase in passive 
motion of the right arm and hand occurred with a marked 
analgesia noted on manipulation of the right shoulder. 
Twelve days later, a limited degree of active flexion of the 
right forearm was observed. 

After this observation, four consecutive patients with 
cerebral thrombosis were treated with parenterally ad- 
ministered hydrocortisone. Three of these patients had 
had spastic residual defects for two months to four years. 
In one patient, with acute cerebral thrombosis resulting 
in a right-sided hemiplegia and dysphasia, hydrocortisone 
therapy was started parenterally 48 hours after the cere- 
brovascular accident. At that time, painful spasm was 
detected on passive external rotation of the right arm with 
the elbow at shoulder level. Goniometric measurements 
were made before and at intervals following hydrocorti- 
sone therapy. Daily blood pressure readings were re- 
corded. Blood sugar determinations, prothrombin per- 
centages, urinalyses, and serum sodium and potassium 
levels were obtained in a majority of these cases 
during the period of steroid therapy. Physical therapy 
was applied concomitantly in each case. Hydrocortisone 
or cortisone was given in the following schedule: 300 mg. 
in four equally divided doses for the first 24 hour period, 
200 mg. in four equal doses for the second 24 hours, and 
100 mg. in two equal doses in the third 24 hours. There- 
after, 25 to 100 mg. was given daily for an average total 
dosage of 2,130 mg. over an average period of 24.6 days. 
Antibiotic therapy was given to all patients, and potas- 
sium chloride was added to the regimen in most cases. 
The clinical observations are presented in some detail in 
the following five case studies. 


From the departments of medicine and physical medicine of the Annie Warner Hospital. 
The hydrocortisone used in this study was supplied by the Upjohn Company, Kalamazoo, Mich., as §.A.S. (sterile aqueous suspension) Cortef, 50 mg. 


per cubic centimeter. 


1. Alpers, B, J.: Clinical Neurology, ed. 3, Philadelphia, F. A. Davis Company, 1954. 
2. Rusk, H. A., and others: Hemiplegia and Rehabilitation, Seminar, Philadelphia, Sharpe & Dohme (Jan.-Feb.) 1952, p. 1. 
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REPORT OF CASES 


Case 1.—The patient was a 63-year-old white male, admitted 
to the hospital on July 14, 1954, with a markedly spastic right 
arm with aphasia (three and a half months’ duration) resulting 
from a cerebral infarction secondary to a cerebral vessel throm- 
bosis. Forty-eight hours after admission, he suffered a flaccid 
paralysis of the left lower leg. During the preceding 20 years 
he had had moderately severe diabetes mellitus treated in- 
adequately. For five years, he had attacks of angina pectoris, 
with electrocardiographic findings of severe myocardial damage. 
Fundoscopy disclosed a grade 2 atherosclerosis. He was under 
medical care for hypertension before the initial cerebral in- 
farction occurred. On several occasions, he showed signs of 
congestive heart failure. 

When the patient was admitted to the hospital, the right arm 
was stiffly adducted against the thorax, with forearm, wrist, and 
fingers acutely flexed. Marked pain was elicited on the least 
attempt to move these parts. Two weeks later, after the second 
cerebral infarction, spasticity developed in the left leg so that it 
was impossible to passively flex the knee or to raise the foot 
more than 60 degrees above the bed level. The fingers and hand 
were swollen. Physical therapy consisting of light massage, infra- 
red light, and passive motion was administered to the right arm 
and left leg for two weeks after admission. Because of “frozen 
shoulder,” cortisone therapy was started orally on July 30, 1954, 
with a total of 2,750 mg. given over a 23 day period. Potassium 
chloride, 1 gm. three times a day, and parenterally administered 
benzathine penicillin G (Bicillin) were added to the regimen. 

Three days after cortisone therapy was started, the patient 
had an increased sense of well-being, an improved appetite, 
greater ability to feed himself, and quicker responses to com- 
mands. The puffy swelling in the fingers and hand was noticeably 
less. A marked analgesic effect was demonstrated with the ease 
of almost fully extending the right forearm and raising the elbow 
to shoulder level with rotation of the upper arm. The left knee 
could be completely flexed on the thigh; the left thigh was pain- 
lessly flexed almost completely on the trunk. Sustained clonus 
(easily elicited previously) of the left foot was difficult to demon- 
strate. The deep reflexes remained hyperactive in the paralyzed 
extremity. Twelve days later, active flexion of the right forearm 
was observed. Seventeen days later, active extension of the right 
forearm was noted. Twelve days after cortisone therapy was 
started, active extension (with knee flexed) of the left leg was 
recorded. At this same time, slight adductor pull of left thigh 
was present. The patient had transient periods of confusion. 
There was no improvement in the aphasia. At no time during 
cortisone therapy was there evidence of congestive heart failure. 
On Aug. 21, 1954, the patient suffered shock with chest pain. 
An electrocardiogram disclosed an acute posterior myocardial 
infarction. The patient died Aug. 24, 1954. No autopsy was done. 


Case 2.—This patient was a 62-year-old white female who 
was admitted to the hospital eight hours after suffering a cerebral 
infarction secondary to a cerebral vessel thrombosis. There was 
a flaccid paralysis of the right arm and leg with facial weakness. 
Dysarthria and dysphasia were noted. The tongue projected 
strongly to the right. Deep reflexes were slightly hyperactive on 
the right side of the body, with an abnormal plantar reflex elicited 
from the right foot. The patient was sluggish and confused. She 
was incontinent. In the medical history, she was normotensive. 
Abdominal surgery had been done in 1952 for cholelithiasis. 
Blood studies disclosed an elevated blood urea nitrogen level 
(23 mg. per 100 cc.) with a trace of albumin in the urine. 

Physical therapy consisting of light massage, infrared light, 
and passive motion of joints through their full range of motion 
was started 24 hours after admission. On the second hospital 
day, painful spasm was elicited in the right shoulder on rotation 
of the upper arm with the elbow at shoulder level. Spasm in 
the gastrocnemius muscle of right leg was present. On her third 
hospital day (Aug. 17, 1954) hydrocortisone therapy was started, 
and in the course of 35 days a total of 2,425 mg. was adminis- 
tered parenterally. Benzathine penicillin G (600,000 units) was 
given intramuscularly; potassium chloride, 1 gm. three times a 
day, was given orally. 

Twenty-four hours after hydrocortisone therapy was started, 
there was definite mental clearing. The patient was able to ask 
for the bedpan when needed; she responded quickly to questions 
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and demands. On Aug. 20, a normal plantar reflex was observed 
to persist. There was a lessening of facial weakness. The tongue 
projected in the midline and could be freely moved from side 
to side. A definitely increased sense of well-being was recorded. 
On Aug. 23, forceful active extension of the leg with the knee 
passively flexed was noted. On Aug. 28, with the knee passively 
flexed, she was able to raise the heel of the right foot 8 in. from 
bed level. Active adduction of slight degree was observed. After 
two weeks of corticosteroid therapy, the daily dosage was re- 
duced one-third (37.5 mg.). Three days later, there was definite 
spasm, restricting previous free motion, in the flexor muscle 
group of the forearm and the gastrocnemius muscle group of 
the lower leg. Sustained clonus (previously absent) could be 
easily elicited in the right foot. The dosage of hydrocortisone 
was increased to 200 mg., parenterally given in four divided 
doses, for the next two days. Twenty-four hours later, the mus- 
cular spasm previously noted was definitely less, and it was diffi- 
cult to elicit any definite clonus. From Sept. 7 to 14, 50 mg. 
of hydrocortisone was administered intramuscularly with no 
return of spasticity. At this time, the patient was able to actively 
flex the right knee completely. On Sept. 21, 1954, she was placed 
in a walker. She was discharged from the hospital several days 
later to her home. At this time, she was regaining active move- 
ments in the upper right arm; the forearm and fingers were 
flaccid. 

Case 3.—The patient was a 79-year-old white male who had 
been under medical care for cardiorenal disease for many years. 
An electrocardiogram disclosed definite myocardial damage. In 
April, 1954, he suffered a cerebral infarction with a left hemi- 
plegia without aphasia. No physical therapy was administered 
at the outset of this cerebrovascular accident. In August, 1954, 
he was still a bed patient and had residual spastic defects in the 
left arm and leg. He was capable of some active flexion and 
extension of the left arm. There were flexion contractures of 
the left wrist and several fingers of the left hand. There was 
marked spasticity and pain on manipulation of the left upper 
arm and shoulder. There was limited passive motion with the 
left leg. He could not raise his foot from bed level. Pain was 
elicited on manipulation of the left thigh. He was lifted from 
the bed to a chair. 

Hydrocortisone therapy, parenterally administered, was started 
on Aug. 17, 1954, with a total dosage of 2,200 mg. given over 
a period of 23 days. Potassium chloride, 10 grains (0.6 gm. three 
times a day), and benzathine penicillin G were added to the 
regimen. Physical therapy consisting of massage, infrared heat, 
and passive motion was used concomitantly. Three days after 
hydrocortisone therapy was started, the patient showed an in- 
creased sense of well-being, an improved appetite, and quicker 
response to demands. Also, an increased range of active and 
passive motion was demonstrated. Seven days later, he was able 
to get his paralyzed hand to his mouth and he was able to lift 
the foot of the left leg 6 in. from bed level. Marked analgesia 
was noted in passive movement of the left leg, left arm, and 
shoulder through a complete range of motion. The previous 
contractures were unaffected. Attempts to remove an indwelling 
catheter were unsuccessful. Eight days after hydrocortisone 
therapy was started, the patient was ambulatory in a walker. 
He needed assistance in getting in and out of bed, however. 
Ten days after hydrocortisone therapy was discontinued, pain 
and some spasticity in the upper arm reappeared. 


Case 4.—This patient was an 80-year-old white female who 
had been under treatment for hypertensive arteriosclerotic 
cardiovascular disease before she suffered a cerebral infarction 
in 1950. Right-sided hemiplegia with aphasia resulted. Pre- 
viously, she had experienced several bouts of congestive heart 
failure requiring digitalization. There was left ventricular en- 
largement with electrocardiographic findings of myocardial 
damage. Fundoscopy disclosed a grade .2 atherosclerosis. Some 
measures of physical therapy were instituted after the cerebro- 
vascular accident. During the preceding four years, she had 
been ambulatory with the aid of a walker but needed assistance 
in getting in and out of chair and bed. Active motion of the 
forearm, hand, and fingers was limited in the right upper ex- 
tremity. There were flexion contractures of the right wrist and 
fingers; an inversion contracture was present in the right ankle. 
There was pitting edema in the lower right leg. 
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Hydrocortisone therapy was started on Aug. 17, 1954, with 
a total of 2,000 mg. administered over a 34 day period. Physical 
therapy was given concomitantly. Two days after initiation of 
therapy, the edema of the right lower leg was very noticeably 
decreased, with relaxation of the spasticity of the gastrocnemius 
muscle group. There was a decidedly increased range of motion, 
both active and passive, in the upper and lower extremities. 
Analgesia on manipulation of the right upper arm and shoulder 
was marked. Previously existing contractures were not improved. 
There was an increased sense of well-being. The patient’s appetite 
improved greatly. From the third day following the start of 
therapy, a marked lessening of soreness and stiffness in the 
patient’s muscle and joint tissues was noted when attempts were 
made to move the patient from chair to bed. There was no 
increased ability of active motion of the lower leg during hydro- 
cortisone therapy. 
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ANALYSIS OF MATERIAL AND RESULTS 


Four patients were treated with hydrocortisone, and 
one patient was treated with cortisone after cerebral in- 
farction. Four of these patients had residual spastic de- 
fects from old cerebral infarctions; two patients had acute 
episodes of cerebral infarction. The patients ranged from 
59 to 80 years of age. The average age was 68.6 years. 
Three patients were male; two were female. Right hemi- 
plegia and left hemiplegia occurred in two patients each. 
One patient suffered two separate cerebral infarctions re- 
sulting in paralysis of the right arm and the left leg; per- 
sistent aphasia was present in this patient. Three of the 
five patients had associated heart disease. These three pa- 


Goniometric Measurements Before and Seventy-Two Hours After Administration of Corticosteroids 


Case? 


Case 1 Case 3 Case 4 Case 5 
Before After Before After Before After Before After Before After 
Limit Limit Limit Limit Limit Limit Limit Limit Limit Limit 
Normal of of of of oO of of of of 
Limit, Mo- Mo- Mo- Mo- } Mo- Mo- Mo- Mo- Mo- 
Degrees * tion Loss tion Gain tion Loss tion Gain tion Loss tion Gain tion Loss tion Gain tion Loss tion Gain 
Hip 
60 55 85 15 115 0 80 90 10 70 45 75 5 oR 87 60 32 
10-15 Extension.............. 10 0 10 0 12 0 10 0 15 0 
45 45 0 45 0 45 0 45 0 35 10 45 
10 0 15 0 10 0 10 0 10 0 
45 Lateral rotation....... 45 0 45 0 45 0 45 0 45 0 
45 Medial rotation........ 45 0 45 0 45 0 - 4 45 0 oe + 45 0 
Knee 
120-130 Flexion................ 0 120 120 120 120 0 120 0 120 0 120 0 
0 Extension.........00.0 0 0 0 0 0 0 0 0 0 0 
Ankle 
20 Dorsiflexion............ 20 0 —"5 95 25 — 3 93 10 13 —37 57 —32 0 
45 Plantar flexion........ 45 0 os ee 45 0 45 0 5 0 45 0 
Elbow 
145 0 160 0 9 145 55 105 40 147 42 160 0 
0 50 25 0 0 70 70 60 10+ 0 0 10 10 0 Ww 
Wrist 
90 90 0 90 0 0 90 0 a0 0 
70 po eer ere 0 70 45 45 70 0 0 70) 5 5 70 0 70 0 
Shoulder 
180 re 99 90 130 40 18) 0 180 0 180 0 180 0 
50 Extension.............. 0 0 50 0 50 0 0 50 0 
180 115 100 35 180 0 «150 60 30 135 65 10 40 140 1B 
0 0 0 0 0 0 0 0 0 0 0 
9) External rotation..... 14 7% 2 «10 1 80 7 60 40 73 18 3 
* Numbers represent degrees of motion as measured by goniometer, 


+ Signifies active motion. 


Case 5.—The patient was a 59-year-old white male admitted 
to the hospital on July 10, 1954, with an acute cerebral in- 
farction resulting in a left flaccid hemiplegia. The patient was 
conscious and rational. The blood pressure was 136/80 mm. 
Hg, the pulse rate was 56, with regular rhythm. On July 15, 
1954, nuchal rigidity developed. A spinal tap disclosed a pressure 
of 110 mm. H.O with a protein content of 25 mg. per 100 cc. 
Spasticity of the left extremities developed by July 29, 1954, 
with pain in the shoulder region and knee. Edema appeared in 
the left hand and forearm. Hemoptysis with left pleural pain 
occurred July 27, 1954. A chest x-ray showed multiple small 
infarcts in the left lung on Aug. 7, 1954. Spasticity and pain 
in the paralyzed extremities made the patient reluctant to 
undergo physical therapeutic measures 

Hydrocortisone therapy was started on Aug. 17, 1954, with a 
total of 1,080 mg. given over a 10 day period. The nuchal 
rigidity that had still been present disappeared within 48 hours. 
The spasticity and pain of the left extremities improved drama- 
tically at the same time. An initial euphoria changed to a mild 
depression after seven days. Physical therapeutic measures were 
much more successful. Active motion returned to the left leg 
to the extent that the patient could raise and rotate his foot. 
He was discharged on the 11th day because of homesickness. 


tients had previous episodes of congestive heart failure. 
Diabetes mellitus was present in one patient. Mild azo- 
temia and systolic hypertension were present in two pa- 
tients. Fundoscopy disclosed a grade 2 atherosclerosis in 
four patients. 

A definite pattern of response was observed in the four 
patients exhibiting residual spastic defects. Three to four 
days after administration of corticosteroids, in the dosage 
previously outlined, decreased spasticity resulted. The 
muscle groups were more pliable and flexible. The ex- 
tremities were more amenable to active and passive 
movements. As seen in the table, an increased range of 
motion was constantly observed. A surprising degree of 
analgesia was noted in previously painful spastic muscle 
groups. It was particularly noted in the shoulder, elbow, 
and fingers. The edema so commonly seen in the para- 
lyzed hand and leg would disappear. Every patient devel- 
oped.an improved appetite and sense of well-being. There 
was a quicker response to commands as well as a notice- 
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able vigor in helping themselves in personal care. Old 
contractures were not improved. Deep reflexes were not 
altered. Aphasia, present in one case, was not improved. 
Seven to 10 days after cessation of hydrocortisone ther- 
apy, there was a return of some spasticity and pain in 
joints previously painful on manipulation. This was par- 
ticularly true of the shoulder region. The 79-year-old 
patient, bedfast for four and a half months, became am- 
bulatory with little support four weeks after start of the 
therapeutic program. 

Indifference, apathy, and the moribund state of two 
patients with acute cerebral infarction were changed to 
alertness and responsiveness 72 hours after the start of 
therapy with hydrocortisone (one case) and cortisone 
(one case). Painful shoulder that had its onset 48 hours 
after a cerebrovascular accident disappeared 72 hours 
after hydrocortisone therapy was started. This observa- 
tion has been made in several other cases of acute cere- 
bral infarction; these will be reported later as a separate 
group. Motivation occurred early, first in the leg and 
later in the arm, in absence of spasticity. Acute myo- 
cardial infarction caused death in one patient. 


SIDE-EFFECTS 

In general, no adverse or untoward side-effects were 
observed in any of these patients. Mild euphoria and 
increased tendency to constipation were observed in one 
case. Transient periods of confusion and mild depression 
were observed in two patients. During the period of ad- 
ministration of the corticosteroids, there were no ad- 
verse effects noted on existing hypertension, glucose 
metabolism, or water or electrolyte balance. There was 
no significant change in prothrombin content. The fatal 
case of myocardial infarction may have been precipitated 
by the exertion of the patient incident to x-ray procedures 
of the chest and hip joints. Pulmonary emboli, present in 
one case, had occurred before hydrocortisone therapy. 
Azotemia, observed in two cases, was not increased dur- 
ing the therapy period. 

COMMENT 

Caution must be exercised to avoid haphazard use of 
corticosteroids in the geriatric age group because of the 
high incidence of hypertension, diabetes mellitus, dys- 
pepsia, and renal or liver disease. In this group of pa- 
tients (average age 68.6 years) with old and recent cere- 
bral infarctions, hydrocortisone (four cases) and corti- 
sone (one case) were administered with definite benefi- 
cial systemic and neurological results with absence of any 
serious untoward side-effects. It appears clinically that 
it was possible to control painful joints and muscle spas- 
ticity in the paralyzed extremities of patients who suf- 
fered old and recent cerebral infarctions secondary to 
cerebral vessel thrombosis. Brown * states that immo- 
bility and spasticity that occur in the subacute stage are 
prone to cause contractures within a 10 day period. In 
one patient with acute cerebral infarction, spasticity was 
observed to return in the forearm and leg muscle groups 
when the dosage of hydrocortisone was markedly de- 
creased two weeks after start of therapy. This spasticity 
disappeared when the dosage of hydrocortisone was in- 
creased to the previous higher dosage scale. It seems 
reasonable to postulate, therefore, that if immobility and 
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.. $pasticity can be eliminated in the subacute, stage of 


cerebral infarction until active motivation occurs, the 
incidence of disabling contractures may be lowered. In 
residual spastic defects, the associated comtractures were 
not improved greatly. In general, the psychomotor stim- 
ulation, the increased sense of well-being, and the an- 
algesic effects of hydrocortisone and cortisone proved a 
definite positive increment in the progressive response to 
physical therapeutic measures. We observed, however, 
that these patients had difficulty in integrating. 

Steinbrocker and associates * state that the exact man- 
ner by which hydrocortisone or cortisone (or the sub- 
stances into which they may be transformed or which 
they may produce) brings about the effects observed in 
certain musculoskeletal diseases is not clarified at pres- 
ent. Our observations suggest that the anti-inflammatory 
effects, the analgesic effects, and the decreased permea- 
bility of blood vessel walls that are seen clinically after 
use of these corticosteroids may play paramount roles in 
the effects we have recorded in regard to patients suffer- 
ing from cerebral infarction. From a neurological stand- 
point, it is difficult to evaluate the reactions observed. 
While it is tempting to attribute the increased motion to 
direct action of the hormone on motor nerves or nerve 
centers, it seems premature to do so. 


SUMMARY AND CONCLUSIONS 


Four patients with residual spastic defects following 
cerebral infarction were treated with hydrocortisone 
(three cases) and cortisone (one case) in conjunction 
with physical therapeutic measures. Following the use 
of corticosteroids, a marked decrease in painful spasticity 
was observed. Hydrocortisone and cortisone appear to 
be definite adjuncts to physical therapy in rehabilitation 
of these patients. The patients with acute cerebral in- 
farction were treated with hydrocortisone (one case) and 
cortisone (one case) after the appearance of spasticity in 
the paralyzed extremities. Painful spasm was noted in 
the shoulder muscles within 48 hours after cerebral in- 
farction in one case; marked spasticity developed in the 
leg muscles within a two week period in the second case. 
Physical therapy was given in these cases from the onset 
of the cerebrovascular accident. Painful spasticity ap- 
peared to be controlled with hydrocortisone and corti- 
sone. 


267 Baltimore St. (Dr. Sheely). 


3. Brown, J. R.: Rehabilitation of the Hemiplegic Patient, Minnesota 
Med. 35: 136-140; 178, 1952. 

4. Steinbrocker, O., and others: ACTH and Cortisone as Therapeutic 
Agents in Arthritis and Some Locomotor Disorders, Bull. New York Acad. 
Med. 27: 560-576, 1951. 


Carcinoma of the Stomach.—The surgical treatment of car- 
cinoma of the stomach is, for the most part, palliative, though 
occasional instances of survival well beyond five years are en- 
countered. So high a proportion of cases treated by total gas- 
trectomy fail to gain weight and energy and suffer disturbing 
diarrhea, that the operation should be undertaken only when 
nothing less will overcome obstruction between the esophagus 
and small intestine. There is no evidence from 1,330 cases that 
it gives a better expectation of survival. Partial gastrectomy gives 
a more comfortable life and offers a better five-year survival 
rate.—F. A. R. Stammers, M.D., Carcinoma of the Stomach, 
Annals of the Royal College of Surgeons of England, April, 
1955. 
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PREVALENCE AND SIGNIFICANCE OF ANEMIA AS SEEN IN A RURAL 
GENERAL PRACTICE 


and 


J. J. Kirschenfeld, M.D. 


H.H. Tew, M.S., Fort Deposit, Ala. 


In the practice of medicine one often encounters a 
patient, usually a female, who has been told that she 
is “anemic.” The frequency of this occurrence has 
prompted one of us (J. J. K.) to initiate a study to de- 
termine the prevalence of anemia in patients requesting 
medical attention from their family physician. 

There have been numerous studies on the incidence 
of anemia in the general population or in selected groups 
of individuals, Several reliable studies are quoted by 
Sunderman and Boerner. Milam and Muench * studied 
the hemoglobin levels of the normal white and Negro 
populations of North Carolina. Their study, which in- 
cluded approximately 2,000 individuals, convinced them 
that the following hemoglobin levels were considered to 
be average: white men, 14.25 gm. per 100 cc. (standard 
deviation = 1.209); white females, 12.87 gm. per 100 cc. 
(standard deviation = 1.254); Negro men, 13.76 gm. 
per 100 cc. (standard deviation = 1.249); and Negro 
women, 12.16 gm. per 100 cc. (standard deviation = 
1.430). 

Moench,’ in a study performed in 1940 in New York 
City, did hemoglobin level determinations on 2,095 
males and 1,000 females who were healthy individuals 
reporting for routine physical examinations. He found 
the incidence of anemia to be 2.4% in the male group 
and 3.6% in the female. Of the instances of anemia in 
the male group 72.3% occurred in patients over 50 years 
of age, while 80.6% of the anemias in the female group 
occurred in women below the age of 50. He concluded 
that in healthy individuals there is usually a constant 
level of the hemoglobin and that even very small devia- 
tions are significant. Sturgis at the University of Mich- 
igan * studied patients presenting themselves for treat- 
ment at the hospital of the University of Michigan. 
Hemoglobin level concentrations were determined on 
11,113 consecutive individuals. The incidence of anemia 
was found to be 12.4%. Sturgis considered the lower 
limits of normal to be 13.1 gm. per 100 cc. for adult 
males and 12.2 gm. per 100 cc. for adult females. Sur- 
prisingly enough, he found that in his study the incidence 
of anemia was equal in both sexes. We are not aware of 
any similar type of study on the prevalence of anemia in 
patients presenting themselves to the general practi- 
tioner for varied complaints. We believe that such a study 


1. Sunderman, F. W., and Boerner, F.: Normal Values in Clinical 
Medicine, Philadelphia, W. B. Saunders Company, 1949, 

2. Milam, D. F., and Muench, H.: Hemoglobin Levels in Specific 
Race, Age and Sex Groups of Normal North Carolina Population, J. Lab. 
& Clin. Med. 31: 878 (Aug.) 1946, 

3. Moench, L. M.: Incidence and Significance of Anemia in Unselected 
Group of “Weil”? Individuals, Proc. Life Ext. Exam. 2: 133 (Nov.- Dec.) 
1940. 

4. Sturgis, C. C.: Study of Incidence of Commoner Types of Anemia, 
Their Cause and Treatment, Tr. & Stud. Coll. Physicians Philadelphia 
12:1 (April) 1944. 

5. Wintrobe, M. M.: Clinical Hematology, ed. 2, Philadelphia, Lea & 
Febiger, 1946. 


on patients in a rural area in the South, where the diet 
is notoriously deficient, would be even more interesting. 
This report is the result of such a study carried out in a 
physician’s office on 300 consecutive new patients who 
were completely unselected as to age, race, color, or 
complaints. 

MATERIALS AND METHODS 


Hemoglobin level determinations were carried out 
routinely at the initial visit. The method employed was 
the alkali-heme one. A blood sample of 0.025 ml. was 
diluted with 0.1% sodium carbonate to 5.025 ml. in a 
Leitz pipette. The resultant solution was read in a Leitz 
photoelectric colorimeter. All the determinations were 
performed by one of us (H. H. T.) who has been doing 
them for several years. According to the manufacturer, 
the machine is standardized for this procedure by the 
Van Slyke carbon monoxide combining capacity method. 
They claim that when carefully performed, the accuracy 
of this determination is plus or minus 0.5 gm. per 100 cc. 
We have rechecked the standardization, employing a 
solution of ferric ammonium sulfate, and have found the 
results to be accurate. 

Maxwell Wintrobe *® believes that there is no ideal 
method of determining the hemoglobin level concentra- 
tion. However, he feels that the photoelectric colorimet- 
ric method offers many advantages over any of the “eye” 
methods now in use and is much more accurate. Win- 
trobe deplores the use of percentage values as expres- 
sions of the hemoglobin level, and he insists that all the 
determinations should be reported in grams per 100 cc. 
of blood. The usual assumption is that 5 million red 
blood cells per cubic milliliter is the normal red blood 
cell count and, therefore, that 14.5 gm. per 100 cc. 
would be the 100% hemoglobin value. This assumption 
is made by many laboratories. In our study we propose 
to disregard the percentage values and report all of our 
hemoglobin determinations in grams per 100 cc. There 
are small normal variations in the hemoglobin level and 
red blood cell counts due to physiological variations such 
as time of day, muscular activity, barometric pressure, 
psychic factors, and age. We intend to disregard the 
physiological variations and adopt the most generally ac- 
cepted normal ranges for the adult population. There- 
fore, for the purposes of this paper, we will assume that 
the normal range of hemoglobin level concentrations are 
12 to 17 gm. per 100 cc. for men and 11 to 15 gm. per 
100 cc. for women. In the aged the normal range may 
vary from 9.6 to 15.4 gm. per 100 cc.! 


HISTORICAL BACKGROUND OF PATIENTS 

Most of the patients in this study were from Lowndes 
County, Alabama (population approximately 18,000). 
Approximately 80% of the population are Negroes. The 
basic industry in the county is farming. The important 


807 
— 
58 
5 


808 ANEMIA—KIRSCHENFELD AND TEW 


crops are cotton, corn, peanuts, cattle, and wood prod- 
ucts. The chief ingredients of the diet, especially in the 
Negro population, are corn, pork, lard, and vegetables 
such as potatoes, turnips, field peas, and collards. Fruit 
is rare, and beef, eggs, and milk are scarce. The economic 
status of a large proportion of the population is rather 
precarious, but improving. Most of the Negroes cultivate 
land on either “share-crop” or rental basis and nor- 
mally do not receive much cash until the time of harvest. 
To a large extent it is only in the summer months and in 
the fall that fresh vegetables are available. The largest 
proportion of the white population is engaged in farming, 
while many work in the wood products industry. Only 
a small number are in the upper socioeconomic group, 
owning large plantations and business establishments. 
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Fig. 1.—Percentages of frequency distributions of hemoglobin level 
determinations of A, 59 white men and B, 62 Negro men. 


It is thus quite evident that most of the patients do not 
present themselves to the physician until they are quite 
ill. It is valid to suppose, then, that the incidence of 
anemia should be higher in this type of practice than in 
the average one. 
ANALYSIS OF RESULTS 

Recording and plotting our hemoglobin level deter- 
minations of these 300 consecutive new, unselected pa- 
tients and subdividing them into categories of white fe- 
male, Negro female, white male, and Negro male, 
we obtained the frequency distribution curves found 
in figures | and 2 and the data in table 1. It is interesting 
to note that these curves closely simulate the “bell 
type” frequency distribution curve, which is char- 
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acteristic of a chance distribution of a large sam- 
pling. The graphs of the Negro male and female patient 
populations appear to contain more readings on the left 
side of the peak, indicating a lower range of hemoglobin 
levels than those of the white population. Table 1 lists 
the average hemoglobin level determinations for these 


TABLE 1.—Hemoglobin Levels and Incidence of Anemia* of 
Adult Patient Population, by Sex and Race 


Mean + 
Standard 
Deviation 
(Gm. Median, With Anemia 
No. of Hemoglobin Gm. per 

Classification Patients per 100 Ce.) 100 Ce. No. % 
White male 59 13.94 + 3.02 14.15 5 8.5 
Negro male 62 12.40 + 2.49 13.20 12 19.4 
White female 67 13.11 + 3.48 12.50 9 13.4 
Negro female 112 11.37 = 2.89 11.30 28 25.0 


Criteria of anemia: hemoglobin level below 11 gm. per 100 ce. for 
sonatas ona below 12 gm. per 100 ec. for males. 


four groups. The mean hemoglobin level in the white 
male group was found to be 13.94 gm. per 100 cc. 
(standard deviation — 3.02). The mean of the white 
female group was 13.11 gm. per 100 cc. (standard devia- 
tion = 3.48). The Negro male group averaged 12.4 gm. 
per 100 cc. (standard deviation = 2.49) and the Negro 
female group 11.37 gm. per 100 cc. (standard deviation 
= 2.89). These average values lie in the lower normal 
range for men and women. Table 1 also indicates the in- 
cidence of anemia in these patients. The incidence of 
anemia among Negro males was more than double that 
among white males (19.4% of Negro males and 8.5% 
of white males). White females demonstrated anemia in 
13.4% of the sample group and Negro females in 25%. 
Anemia was apparently twice as common in the Negro 
population. 

In the group of 300 patients, 54 demonstrated anemia 
at the initial visit for a total of 18% of the group studied. 
Expressing it simply, approximately one out of 11 white 
males, one out of 8 white females, one out of 5 Negro 
males, and one out of 4 Negro females will have demon- 
strable anemia at their first visit to a physician in this par- 
ticular rural area. Table 2 classifies these anemias as to 


TABLE 2.—Severity of Anemia in Fifty-Four Cases of Anemia 
in Patient Population 


% of 
Patients 
Severity, as Measured by neo No. of with 
evel, Gm. per 100 ¢ Cases Anemia 
Mild (10:0-:11.0 for 
Moderate (8.5-10.0 for female)................ 
Severe (below 8.5 for female)................. P 29 


degree of severity. We chose arbitrary values for mild, 
moderate, and severe cases as indicated in the table. Ac- 
cording to our criteria, 44.4% of the anemias were mild, 
33.3% were moderate, and only 22.2% were severe. 
To determine the type of anemia, we performed com- 
plete blood studies on all cases where the hemoglobin 
level was lower than normal. This included color index, 
mean corpuscular volume, mean corpuscular hemoglo- 
bin, blood smears, and sickle cell preparation. Of the 
54 cases of anemia, 61% were of the hypochromic, mi- 
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crocytic variety, or iron deficiency anemia, and 39% 
were of the normochromic, nermocytic type due to in- 
hibition of blood formation by infection or other disease 
processes. Table 3 analyzes these cases of anemia by 
cause. Pregnancy was the cause in 24.1% of the sample 
with anemia. Next in frequency was inadequate diet 
(20.4% ), rheumatoid arthritis (18.5% ), and acute and 
chronic infections (16.7% ). Another very prominent 
cause of anemia was excessive blood loss (11.1% ). In 
order to classify these anemias by cause it was necessary 
to make some assumptions and to assign the cases to 
individual groups even though there may have been more 
than one cause. Some of the anemias associated with 
inadequate diet may also have been produced by exces- 
sive blood loss due to menstruation. Many women will 
state that their periods are normal without actually being 
aware of the amount of blood lost. We attempted to 
select the predominant cause in each case. We must, 
therefore, bear in mind the possibility that some of the 
cases caused by inadequate diet may also have had ex- 
cessive blood loss. 

As arule, the severest anemias in this study were those 
due to excessive menstrual bleeding. These patients either 
had aborted, had fibromyomas of the uterus, or menor- 


TABLE 3.—Classification by Cause of 54 Cases of Anemia in 
300 Patients 


% of 

Patients 

No. w 

Cause Patients Anemia 
Acute and chronic infection..................... 9 16.7 


rhagia due to a hypersecretory endometrium. The group 
of pregnant women, similarly, presented several cases 
of very severe anemia. Here, there were several factors 
operating—a deficient diet, loss of iron to the fetus, and 
probably a preexisting anemia due to excessive menstru- 
ation prior to pregnancy. We cannot explain the rather 
high incidence of rheumatoid arthritis in our patients 
with anemia. We can only state that we do see a con- 
siderable amount of this type of arthritis in this particu- 
lar rural practice. Hookworm infestation was, surpris- 
ingly, an infrequent cause of anemia. 


COMMENT 

Sturgis * in his monumental study of anemia in 11,113 
hospital patients discovered that the anemias were chiefly 
of two types: (1) iron deficiency or hypochromic anemia 
and (2) simple, chronic, normochromic anemia due to 
infections or other diseases. Forty-one per cent of his pa- 
tients with anemia were in the first category, while 59% 
were in the second. In our rather small study of patients 
in rural practice, we found a very similar situation. The 
majority of the cases of anemia were due to iron defi- 
ciency based on (1) inadequate iron intake, (2) exces- 
sive iron loss or iron need due to growth, pregnancy, 
lactation, menstruation, or loss of blood from other or- 
gans, or (3) a combination of both (1) and (2). The 
remainder of our cases of anemia were due to inhibition 
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of hematopoiesis by chronic infections or other disease 
processes such as rheumatoid arthritis, nephritis, and 
myxedema. This is the simple, chronic, normochromic 
type of anemia that Sturgis described.‘ 

It is not surprising to find that iron deficiency anemia 
is more prevalent in the child-bearing female group. The 
excessive iron demands and iron loss of the female (men- 
struation, pregnancy, and lactation) can only be equalled 
in the male group by marked, pathological blood loss. 
This latter occurs usually in the gastrointestinal tract. 
Rarely, such an anemia in the male can occur following 
prolonged dietary insufficiency. It would also seem quite 
evident that this type of anemia would be more common 
in the lower economic group as a whole and in groups 
with poor dietary habits. On the other hand, the anemia 
of infection, the normochromic type, would probably be 
of equal frequency in both sexes and in all social groups 
since it is due to inhibition of hematopoiesis. 


Per cent of sample 
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Fig. 2.—Percentages of frequency distributions of hemoglobin level de- 
terminations of A, 67 white women and B, 112 Negro women. 


Studies of iron metabolism, absorption, and utilization 
in the human being ° have very clearly demonstrated the 
existence of a “supply-demand” balance in iron metabo- 
lism. Normally, the adult, at full development and free 
of illness, has sufficient iron stores for the remainder of 
life. This has been estimated to be approximately 4.2 gm., 
of which 60 to 70% is present in the circulating blood 
and the remainder stored in various organs, such as the 
spleen, bones, skin, and liver.‘ The normal adult loses 
an infinitestimally small amount of iron into the bile with 
consequent loss in the stool and the urine. However, this 
is equalized by selective absorption of iron by the in- 
testinal mucosa that permits just enough absorption to 


6. (a) McCance, R. A., and Widdowson, E. M.: Iron Excretion and 
Metabolism in Man, Nature, London 152: 326 (Sept. 18) 1943. (b) Moore, 
C. V.; Arrowsmith, W. R.; Welch, J., and Minnich, V.: Studies in Iron 
Transportation and Metabolism: Observations on Absorption of Iron from 
Gastrointestinal Tract, J. Clin. Invest. 18: 553 (Sept.) 1939. (c) Anemia 
in Women: Symposium, compiled by Lamotte-Barillon, S., and Holly, 
P. B., J. Am. M. Women’s A. 6: 1 (Jan.) 1951. 
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take care of this insensible loss. This amount of iron is 
easily supplied by the average diet. It is only where there 
is an abnormal demand such as in growth, or abnormal 
loss such as in menstrual periods, pregnancy, lactation, or 
pathological bleeding, that more iron is needed in the 
diet, and the type of diet is significant. Occasionally, too, 
the absorption of iron may be impaired as in chronic 
achlorhydria or chronic gastrointestinal conditions. 

In a symposium on anemia in women, F. A. Johnston, 
R. Frenchman, and E. J. Burrows * studied the problem 
of menstrual blood loss and found the average loss of 
iron per normal menstrual period to be between 10 and 
20 mg. They studied 184 cases and determined that it 
would require a retention of 1.2 mg. ef iron to cover the 
iron loss in a normal menstiual flow. They discovered 
that the quantity of the iron absorbed from the diet de- 
pends upon its protein content. A high protein diet, in- 
cluding beef, will result in a retention of 1.2 mg. out of 
every 10 mg. of iron in the diet. However, if half of the 


diet consists of bread or other carbohydrates, only 0.2. 


mg. is absorbed out of each 10 mg. of iron in the diet. 
Since many women are on an inadequate diet, high in 
carbohydrates, one can readily comprehend that despite 
a normal menstrual flow an iron deficiency anemia may 
occur. Most anemias of pregnancy are of the iron de- 
ficiency type." However, there is the physiological “ane- 
mia” due to expansion of the blood volume by approxi- 
mately 26%, which occurs after the second month of 
pregnancy. Rarely, one finds a macrocytic anemia proba- 
bly due to a deficiency of protein. Therefore, anemia of 
pregnancy should rarely be diagnosed unless the hemo- 
globin level is below 10 gm. per 100 ce. According to the 
most reliable estimates, the infant removes between 400 
and 500 mg. of the maternal iron from the child-bearing 
woman. Another 100 mg. is lost during delivery, with 
300 mg. more transferred to the infant during lactation. 
Thus, there is a loss of approximately | gm. of iron dur- 
ing the normal pregnancy and lactation period.” This is 
in the neighborhood of one-third to one-fourth of the 
available iron stores of the adult female. If this same 
female is also on a deficient diet, low in protein and min- 
erals, it is quite probable that she will develop an iron 
deficiency anemia. The adolescent girl frequently de- 
velops an iron deficiency anemia as a result of rapid 
growth, onset of the menstrual period, and an increase 
of circulating estrogen in the body. (Estrogen has been 
shown to inhibit hematopoiesis. ) °° 


The most important protein foods for hemoglobin de- 
velopment are liver and other meats, eggs, milk, cheese, 
and whole wheat. It is apparent that these are the more 
expensive foods, which often are not available to the 
lower economic group. In the same symposium McCance 
and others, who “* studied the diets of pregnant women in 
England in 1938, reported that the intake of proteins, 
iron, calcium, phosphorus, and vitamins rose with in- 
creased income. In the United States, as reported in the 
symposium, a similar study by Stiebeling °° yielded the 


7. Bethell, F. H.: Blood Changes in Normal Pregnancy and Their 
Relation to Iron and Protein Supplied by Diet, J. A. M. A. 107: 564 
(Aug. 22) 1936. Bethell, F. H., and Blecha, E.: Diet in Pregnancy, Clinics 
1: 346 (Aug.) 1942. 

8. Davidson, L. S. P.; Fullerton, H. W., and Campbell, R. M.: Nutri- 
tional Iron-Deficiency Anemia, with Special Reference to Prevalence and 
Age and Sex Incidence, Brit. M. J. 2: 195 (Aug. 3) 1935. 
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same results. In Britain, Davidson * studied 3,500 indi- 
viduals of the poorer classes in Scotland and found that 
iron deficiency anemia was present in 41% of infants be- 
low 2 years of age, 32% of children of preschool age, 
2% of school-age children, 16% of adolescent girls, and 
45% of adult women. He attributed these results to the 
low iron and protein intake. An interesting aspect of this 
study was that anemia, as such, appeared to be less com- 
mon in our group than we originally thought. This was 
especially noteworthy since this is a backward rural area 
where the diet is notoriously deficient. The anemias were 
either of the hypochromic (iron deficiency) or of the 
normochromic types. The hypochromic anemias were 
due to either deficient diet, low in iron and proteins, or 
excessive blood loss, while the normochromic anemias 
were caused by inhibition of blood formation due to in- 
fection and other disease processes. In the 300 patients 
analyzed in this study, there were no cases of pernicious 
anemia, hemolytic anemia, sickle cell anemia, or any 
other rare types of anemia. A large majority of the pa- 
tients responded well to increased proteins in the diet, 
the addition of iron, and the correction of any excessive 
blood loss or infection. 


CONCLUSIONS 

The incidence of anemia in patients presenting them- 
selves to the family physician in a rural area in Alabama 
appears to be lower than expected in this study. The in- 
cidence of anemia was about 10 to 15% in the white pa- 
tient population and 20 to 25% in the Negro patient 
population. Anemia appears to be twice as frequent in 
the Negro patient as in the white. The chief causes of 
anemia in this group of patients were poor diet, preg- 
nancy, excessive blood loss, inhibition of hematopoiesis 
by disease, or a combination of any of the above. Sixty- 
one per cent of the anemias were of the hypochromic, 
microcytic (iron deficiency) variety; 39% were of the 
normochromic, normocytic type. Anemia in the female 
is not as significant as it is in the male. In the former it is 
usually due to menorrhagia, pregnancy, or deficient diet. 
In the latter it is almost pathognomonic of a disease 
process. This is especially true of the white male. The 
majority of patients with anemia, in this study, re- 
sponded well to improved diet (high in protein), prescrip- 
tion of an iron salt (ferrous sulfate), and eradication of 
infection or source of excessive blood loss, whichever 


was operative. 
ADDENDUM 


Since this article was prepared we have collected 200 
additional hemoglobin level determinations on consecu- 
tive new patients. The total series is therefore 500. The 
procedure employed is the same as described in the 
article. This new group consisted of 25 white males, 37 
Negro males, 48 white females, and 90 Negro females. 
Thirty-six, or 18%, of the sample had demonstrable 
anemia. This is the same incidence obtained in our first 
300 patients. The median and mean hemoglobin levels 
and the frequency of anemia in this group of patients, 
relative to sex and race (table 1), were essentially the 
same in these last 200 patients as in the first 300. The 
variations were not statistically significant. The degree 
and type of anemia in this last series coincided very 
closely to the findings in the first 300, again within per- 
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TABLE 4.—Classification by Cause of 90 Cases of Anemia in 
500 Patients* 


of 

Patients 
No. of with 

Cause Patients Anemia 
Hookworm infestation 2 2.3 
Acute and chronic infection................00005 12 13.3 
Excessive bDlOOd 19 21.1 
Rheumatoid arthritis 11 12.2 
Tubereulosis of epine...........ccccccccccccccces 1 11 
Bleeding peptic 1 


* See addendum. 
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missible statistical variation (table 2). By adding 36 
cases of anemia to the 54 described in the article, we now 
obtain the total number of 90 cases of anemia. Classifica- 
tion of these by cause is much more statistically signifi- 
cant than table 3. This new table, 4, supersedes table 3 
and includes 90 cases of anemia out of 500 hemoglobin 
level determinations. We should emphasize that the chief 
causes of anemia in our patients are inadequate diet, ex- 
cessive blood loss, pregnancy, acute and chronic infec- 
tions, and rheumatoid arthritis, in that order. These 200 
additional determinations confirm and expand the find- 
ings on our first 300. The validity of our tables and con- 


- clusions is confirmed. Our paper, now based on 500 pa- 


tients is, statistically, on a sounder basis. 


THERAPY FOR THE NEWLY BLINDED, AS PRACTICED WITH VETERANS 


Russell C. Williams, B.S. 


Maxwell D. Flank, M.D., Hines, Ill. 


It is our purpose to describe a therapeutic process for 
blinded veterans that is applied in a section of the physi- 
cal medicine and rehabilitation service of the Veterans 
Administration Hospital, Hines, Ill. This section oper- 
ates as a central unit for all newly blinded patients for 
whom the Veterans Administration is responsible, in- 
cluding members of the armed forces, who may receive 
this treatment prior to discharge. Many questions have 
been raised concerning the possibility of similar treat- 
ment for private patients. Specific data concerning this 
program may guide physicians in considering this sub- 


ject. 
STATISTICAL BACKGROUND 


Blinded veterans who have been treated in the blind 
rehabilitation section are a special category of a nation- 
wide blind population estimated at 310,000. This esti- 
mate was based on the following definition of blindness. 

Central visual acuity of 20/200 or less in the better eye with 
corrective glasses, or central visual acuity of less than 20/200, 
if there is a field defect in which the peripheral field has con- 
tracted to such an extent that the widest diameter of visual field 


subtends an angular distance no greater than 20 degrees in the 
better eye. 


By this definition, veterans with service-incurred dis- 
abilities, who are considered blind from the standpoint 
of rehabilitation, number approximately 2,000 since Dec. 
7, 1941. During World War II the Army Medical Corps 
operated three major rehabilitation programs for pa- 
tients with serious eye disabilities. Two of these programs 
were concurrent with definitive medical treatment, and 
these were at Valley Forge General Hospital, Phoenix- 
ville, Pa., and Dibble Army General Hospital, Menlo 
Park, Calif. A third was at Old Farms Convalescent 
Hospital, Avon, Conn., and was a highly developed train- 
ing program, through which patients from both hospitals 
passed in their reconditioning for life in the community. 

The Navy operated another spectal blind program for 
sailors and naval officers at the Philadelphia Naval Hos- 
pital, with the assistance of the New York Institute for 


the Blind. These programs antedated the program at 
Hines. In a survey of 1,949 of these veterans, which was 
made in 1951 to 1952, most of them had received care 
at a combination of hospitals having special medical re- 
habilitation procedures. Veterans reported as having 
been hospitalized at military hospitals other than those 
listed above total 109. There were also 681 veterans 
whose blindness has occurred under circumstances that 


No. of 

Hospitals Patients 
Valley Forge and Old Farms Convalescent Hospital........ 507 
Dibble and Old Farms Convalescent Hospital............... 160 
Old Farms Boepital. 37 
Valley Forge, Dibble, and Old Farms Convalescent Hospital 26 
Philadelphia and Old Farms Convalescent Hospital......... 3 


Old Farms Convalescent Hospital and Hines................. 1 
Valley Forge, Old Farms Convalescent Hospital, and Hines 5 
Valley Forge, Dibble, Old Farms Convalescent Hospital, 


Dibble, Old Farms Convalescent Hospital, and Hines....... a 
Philadelphia, Old Farins Convalescent Hospital, and Hines 1 


have not resulted in hospitalization at any of the above 
facilities. (A high percentage of this latter group were 
individuals with appreciable residual vision.) Thus, it 
will be seen that veterans treated at Hines comprise a 
rather small segment of the total number of war blinded 
of World War II and a group treated more recently than 
the other groups, since this program was activated to pro- 
vide for the termination of Army and Navy programs. 


Chief, Blind Rehabilitation Section, Veterans Administration Hospital 
(Mr. Williams). Chief, Physical Medicine and Rehabilitation Service, 
Veterans Administration Hospital, and Assistant in Physical Medicine and 
Rehabilitation, Northwestern University Medical School, Chicago (Dr. 
Flank). 

Mr. C. Warren Bledsoe, Miss Kathern F. Gruber, Dr. Richard E. 
Hoover, and Dr. Derrick Vail helped in the planning and the development 
of the Blind Rehabilitation Section and assisted in the preparation of this 
article. 
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HISTORICAL BACKGROUND 

Traditionally little need has been seen for medical 
supervision of an individual’s mental hygiene or habit 
training after the beginning of blindness. Generally both 
the medical profession and rehabilitation agencies alike 
have agreed that, when it is necessary for an individual 
to face the hard realities of losing his eyesight, his own 
interest has best been served by every precaution against 
his embarking ona fruitless search for further medication 
from surgeon’s office to surgeon’s office. This, as a rule, 
has meant a therapeutic rupture of the doctor-patient- 
hospital relationship with whatever degree of speed was 
estimated to fit the patient’s temperament and needs in 
the opinion of the attending physician. With the war- 
blinded patients such swift termination of medical re- 
sponsibility, however therapeutic it might have been, was 
seldom possible. Even an uncomplicated honorable dis- 
charge, following the enucleation of both eyes, which had 
also been uncomplicated, required time for administra- 
tive and legal procedures, and during this time doctors 
in the armed services were the commanding officers of 
their blinded patients. Moreover, such enucleations were 
comparatively rare, most soldier and sailor patients suf- 
fering from injuries and illnesses necessitating long pe- 
riods of hospitalization. Out of this situation has grown 
a concept of treating patients for the condition of blind- 
ness itself in the interlocking areas of mental hygiene and 
habit retraining. Early programs of this type were the 
responsibility of ophthalmologists and have been de- 
scribed in the literature by Woods,’ Vail,? Greear,* Cut- 
ler,t and Beam,’ all of whom extended their skill in heal- 
ing to the area of blind rehabilitation in order to dis- 
charge responsibilities that rested with them while serving 
as medical officers in the armed forces during the war. 

In planning for the treatment of blinded veterans in 
the aftermath of war, certain of these physicians, acting 
as consultants for the Veterans Administration, recog- 
nized that the new specialty of physical medicine and 
rehabilitation had potential strength in the area of 
treating blinded patients. It had been found in the serv- 
ice programs that blind rehabilitation in one of its most 
important aspects must always consist of helping in- 
dividuals to perform activities without sight. Though 
psychiatric problems had sometimes been found, a great 
deal of mental hygiene had been accomplished by the in- 
troduction of physical efficiency without use of psycho- 
therapy. This type of aid lay close to the basic purpose 
of physical medicine and rehabilitation, since it involved 
a large battery of habits that few individuals are re- 
sourceful enough to perfect on a trial-and-error basis. 
Experience, therefore, supported a consensus by which 
major responsibility for treatment of blinded patients in 
Veterans Administration hospitals passed from ophthal- 
mology to physical medicine and rehabilitation when 


1. Woods, A. C.: The Story of the Red Cross Institute for the Blind 
(1918-1925) in Relation to the Present Problem of the War Blinded, 
Am. J. Ophth. 26: 1011-1024, 1943. 

2. Vail, D.: The Veterans Administration Program for the Training 
of the Blinded Serviceman, editorial, Am. J. Ophth. 35: 1457-1459, 1951. 

3. Greear, J. N., Jr.: Rehabilitation of the Blinded Soldier, Outlook 
for the Blind 40: 271-278, 1946; Mil. Surgeon 100: 150-156, 1947. 

4. Cutler, N. L.: The First Year of the Blind Rehabilitation Program 
at Dibble General Hospital, Outlook for the Blind 40: 31-33, 1946. 

5. Beam, A. B.: The Navy’s Program for the Rehabilitation of 
Blinded Personne!, Outlook for the Blind 39: 154-158, 1945. 
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plans were made for further treatment of blinded patients 
in Veterans Administration hospitals after World War II. 
This was simultaneous with the presidential order of 
May 28, 1947, whereby responsibility for social-adjust- 
ment training of blinded servicemen was transferred from 
the Army to the Veterans Administration. 

There was a special hazard to the treatment of the 
blinded after that date. Recurrently the blinded with 
service-incurred disabilities were a small category of the 
disabled, numbering only approximately 1,400 during 
World War II. Moreover, it was anticipated that eye 
casualties resulting in blindness during the aftermath of 
war would total fewer than 100 each year, scattered under 
the jurisdiction of 73 Veterans Administration regional 
offices and Veterans Administration hospitals ultimately 
to number 175. To deal effectively with this situation 
presented many difficulties, chiefly the difficulty of a type 
of patient so seldom seen that no nucleus of experience 
could be gathered by those assisting them. It was agreed 
that it was necessary to muster resources in one national 
center to which patients might be transferred, not only 
from Army and Navy hospitals but from the entire 
Veterans Administration system. The primary purpose 
of this center was for the basic treatment of the newly 
blinded, but it was also foreseen that it might well serve 
for remedial treatment of some of the 1,400 blinded vet- 
erans who had received rehabilitation in the Army and 
Navy, who subsequently might require further intensive 
medical help. It was not foreseen that blinded casualties 
of the Korean conflict would also make use of it, which 
subsequently proved to be the case. 

The Hines Veterans Administration Hospital was 
chosen for this central physical medicine and rehabilita- 
tion unit because a large and effective service was func- 
tioning there. On Feb. 20, 1948, a chief of the blind re- 
habilitation section was appointed. At the same time a 
small group of central office consultants had been chosen 
to assist the manager of the hospital in shaping a program. 


BASIC PROBLEMS 

A major problem of policy that presented itself was 
the question of what existing facilities might be used for 
the blinded patient and what special equipment and per- 
sonnel would be required. A complete and fully equipped 
general hospital was one of a vast number of other re- 
sources available to the patients for whom plans were 
under way. Both public and private influences were at 
hand ready to recompense the patients for their loss of 
sight in every conceivable way. The hospital was a mere 
outward sign of this fact. Logic demanded an even keel 
under these circumstances, the objective being in part to 
ease the patients from stress of the unreality in their situa- 
tion and for the sake of stability to furnish usualness in 
their environment. At the same time a hospital en- 
vironment had much of strangeness about it. Whatever 
existing facilities were used, there was an apparent need 
for special staff to assume over-all responsibility for the 
treatment of blinded patients, as well as the application 
of techniques special to the blind. Moreover, it seemed 
best that there be a part of the hospital set aside for the 
blind section. In the area of general medicine and other 
medical specialties, including psychiatry, there seemed 
at the time no need for particular facilities, and it was 


& 
195! 


Vol. 158, No. 10 


arranged that existing personnel and equipment would be 
more than adequate. A similar determination was made 
with regard to housekeeping facilities. 

A major problem in establishing the therapy envisaged 
was a problem that surrounded the question of who would 
personify treatment for the patient from day to day. Two 
prototypes existed, neither of which could be termed 
either classic or de jure but both of which had established 
de facto claims to respectability in the military programs 
for the war blinded. One prototype was the blind leader 
of the blind, typified most dramatically in the past in 
British war blind programs by such figures as Sir Ian 
Fraser, Sir Clutha McKenzie, and Col. Edward Baker. 
The second prototype was a descendant of the medical 
aid man, which shaped around Army personnel with 
the words “orientator” or “orientor,” both terms having 
been used with a certain dissatisfaction for want of better 
words to describe the specialty in question. The root 
“orient” had been borrowed from navigation to describe 
a new discipline in rehabilitation of the blind, which en- 
tailed systematic habit retraining, especially in the area 
of foot travel, which had become specific and technical. 
This was contrary to a time-honored dictum that “the 
blind person learns to do these things best on his own 
by his own method.” The orientor was a seeing person 
who was concerned with doing things without sight. He 
kept up an active scrutiny of virtually everything that was 
done by the blind, determined what was the most effec- 
tive way of doing things, constantly revising his concepts 
from individual to individual, adapting to the individual, 
reviewing special aids, at times devising his own aids. 

This habit of thinking required some of the qualifica- 
tions of the sociologist and some of the qualifications of 
the time and motion expert. Army and Navy aid men 
had delivered themselves to it with certain practical ef- 
fects. It seemed important that a similar resource be 
duplicated in the Hines unit, in a staff addressed to prac- 
tical assistance on a common sense basis. To accomplish 
this objective, a blinded veteran who had served as a 
special counselor to blinded soldiers in the Army was 
chosen to be chief of the section. A hand-picked group 
of orientors were chosen to assist him, most of whom 
had served as medical corpsmen during the war, and all 
of whom had subsequently qualified in the new specialty 
of corrective therapy in physical medicine and rehabilita- 
tion. Such was the basic organizational unit, which initi- 
ated the therapeutic process now in existence after ap- 
proximately five and a half years of development. 


SYSTEM OF FUNCTIONING 

Screening.—The final determination as to the ac- 
ceptability of any applicant is delegated to the manager at 
Hines Hospital, who, in turn, relies on personnel of the 
blind rehabilitation section in arriving at decisions in 
this matter. Field stations submitting applications are 
instructed to submit data upon which the decisions are 
based. Hines Hospital has not been designated for re- 
ferral of the pathology of all blind patients of the Vet- 
erans Administration, but for treatment of the extra 
physical and mental stresses of blindness. Neuropsychi- 
atric disorders with recognizable symptoms arse treated 
in other wards and hospitals at least for a convalescent 
period. Patients are screened into the blind section on 
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the basis of: (1) a report of general physical examina- 
tion; (2) a special report of an ophthalmologic examina- 
tion; (3) a report of a psychiatric examination to include 
appraisal of motivating factors, attitudes concerning 
blindness, and an estimate of ego strength that could be 
applied in stresses of blind rehabilitation; (4) available 
social service material to show home and community 
conditions to which the veteran would be expected to 
return and to adjust; and (5) available information con- 
cerning employment history showing any plans that have 
been started since blindness. From these data the deter- 
mination is made as to whether there is a need for the 
treatment, whether the blinded veteran desires treatment 
and whether the applicant possesses sufficient stability to 
warrant the expectation that his presence in the environ- 
ment will not detract from the motivation of other pa- 
tients. No patient is ever forced to participate in the pro- 
gram by authority based on his military status, though 
servicemen may be admitted to the program previous to 
discharge and are given every encouragement to do so. 

Role of the Physician.—The chief of the blind reha- 
bilitation section (not a physician, as has been explained) 
is responsible to the chief of the physical medicine and 
rehabilitation service of the hospital. A physician who is 
an assistant to the chief of physical medicine and re- 
habilitation service of the hospital gives daily medical at- 
tention to the health of the patients. It has been the func- 
tion of the chief of the blind rehabilitation section, as a 
layman who is informed concerning special procedures of 
blind rehabilitation, to put those procedures at the dis- 
posal of the therapeutic process, making a minimum and 
intensive use of the physician’s time. The chief of the 
blind section and all the personnel under his supervision 
are carefully trained in referring information upward, 
when it should come to the direct attention of the physi- 
cians. A clinical psychologist gives full time to the sec- 
tion, a psychiatrist entering the picture as a consultant. 
Usually this is upon the advice of the psychologist in 
special cases. The psychiatrist also checks procedures 
of the section upon the request of the physical medicine 
and rehabilitation service. Another physician who plays 
an important role in the functioning of the center is the 
chief of the admitting service of the hospital. Although a 
large percentage of patients in the blind section are trans- 
ferred from the Hines surgical service, many are referred 
from other Veterans Administration hospitals and re- 
gional offices. The proper operation of the screening 
process is highly important, and it is essential that the 
chief of the admitting service understand it fully. 

Role of the Technical Staff —In order to comprehend 
the functioning of the technical staff in the blind re- 
habilitation section at Hines Hospital, it should be clearly 
understood that they are in a unique dimension from the 
professional standpoint. Though some of our institutions 
of higher learning have concerned themselves profoundly 
with the training of blind children, no comparable philo- 
sophical discipline or clinical training are available from 
which personnel working with blind adults may be drawn 
or from which such personnel may receive further train- 
ing. With few exceptions, it has been necessary to use a 
foundation of education and experience derived from 
psychology, physical education, the training of blind chil- 
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dren, and the other five sections of physical medicine. No 
national licensing agency for the orientation of the blind 
adult is in existence. This places heavy responsibility 
upon the staff itself for developing and maintaining stand- 
ards in the specialty that it has created. 


Originally, six therapists were selected whose primary 
duties were to be in orientation and mobility, everyday 
living skills, physical reconditioning, and off-schedule 
supervision of the section. All six were qualified correc- 
tive therapists whose prior experience in that treatment 
activity equipped them for supervisory responsibilities 
during hours when the chief of the blind rehabilitation 
section is not present at the center himself. Corrective 
therapy provided a good foundation upon which to super- 
impose the special skill and philosophy of a rehabilitation 
treatment program for blinded veterans. One therapist 
was selected and assigned for duties in writing and 
braille. She had teaching experience in commercial sub- 
jects in public schools and had the ability to learn the 
modifications of technique that were applied in the thera- 
peutic activities placed under her supervision. One per- 
son was assigned for placement as a shop therapist. He 
had a background of long experience in manual training 
with blinded persons. The secretary and the chief of the 
blind section rounded out the staff of 10 at the time when 
it was designed to care for nine patients. Appropriate ex- 
pansion in staff now provides for approximately 27 pa- 
tients at a time. The above personnel assumed responsi- 
bility for creating and maintaining a therapeutic environ- 
ment. This is accomplished on a direct and personal 
basis, which includes supervision of the blind rehabilita- 
tion section seven days a week, 24 hours a day, during 
the period when the therapeutic activities are not sched- 
uled as well as the period when they are scheduled. This 
regimen is established as a regular part of the duties of the 
staff, compensating time off being arranged on a regular 
40-hour-week basis. 

In view of the recognition that the environmental ther- 
apy is of a personal character, the section of original staff 
members was based on personal interviews as a regular 
formal proceeding of the Civil Service examination. 
Much attention was given to the applicant’s understand- 
ing and his feelings toward the objectives of previous 
employment. His attitudes toward seriously disabling 
conditions were explored along with any available indi- 
cations of the stability of his disposition. His motives in 
pursuing the vocation of rehabilitation were reviewed as 
well as long range ambitions in that field. All evidence of 
cooperativeness with, and respect for, fellow workers in 
the past was sought and weighed. It was presumed that 
sincere, healthy minded, emotionally balanced persons, 
with varied interests, sufficient security to respect their 
fellow workmen and the patients with whom they would 
come into contact, would make the most valued contribu- 
tions to a program of this kind. After the persons had 
been selected to fill the positions, weeks running into 
months were spent in indoctrination and training under 
the supervision of consultants and the chief of the blind 
rehabilitation section. Recruitment of additional staff 
members has been maintained in the pattern described 
above. During seven years 37 staff members have been 
employed. Only six have resigned during this time. 
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Medical Evaluationand Treatment.—After the blinded 
veteran has been accepted, and admission to the blind 
section has been accomplished, his complaints of illnesses 
are handled by physiatrists assigned by the chief of the 
physical medicine and rehabilitation service. The physi- 
atrist so assigned is the physician responsible for the 
health of the blinded veterans who are receiving rehabili- 
tation in the blind section. He makes medical examina- 
tions to verify the data that have been submitted with 
application of the veteran. He prescribes for the patient, 
counsels with him, and seeks consultative advice in order 
to teach him what he needs to know concerning his phys- 
ical condition and complaints. It is the physiatrist’s re- 
sponsibility to maintain the patient in sufficiently good 
physical condition for full participation in the blind re- 
habilitation activities. If medications are prescribed, the 
patient is sent to an adjacent section of the hospital to 
receive care from nurses. When any symptoms develop 
that indicate close nursing surveillance, the patient is 
placed in an adjacent medical ward, where such surveil- 
lance is accomplished. When a condition arises wherein 
treatment cannot be given while the blind rehabilitation 
activities continue, the patient is transferred to an appro- 
priate service in the hospital, where special treatment is 
given. When treatment has been accomplished, the pa- 
tient is returned to the blind rehabilitation section and 
resumes his activities. 

Rationale of Program.—Immediately upon admission 
of a veteran into the blind rehabilitation section, in order 
to avoid inactive delay, a schedule of therapeutic activ- 
ities is arranged for him, and he begins participation at 
once. The demands of the program dictate that no great 
catalogue of therapeutic activities can be offered from 
which the patient might choose things that appeal to him 
most. The schedule includes orientation and mobility, 
braille, writing skills, shop, counseling, physical recon- 
ditioning, and group recreation. All patients are sched- 
uled for participation in all of the above-mentioned ac- 
tivities. This participation is required except where 
conditions are so unusual that the activity is medically 
contraindicated and there is so little chance of establish- 
ing a success pattern that participation for the veteran 
would be unwise. There are numerous reasons why the 
above-mentioned activities are selected as those in which 
patients will participate in this program. A blinded per- 
son has an excellent chance of establishing a success 
pattern with the resultant satisfaction that comes with 
accomplishment. The activities can be so planned and 
presented that the established success pattern can be 
maintained for a considerable period. While he is super- 
vised in the use of validated techniques for the blind, he 
accumulates information on the general performance 
standards for the blind, which serve as a yardstick by 
which he can judge his own development. The skills that 
he is acquiring appear more and more to him to be means 
by which his level of later adjustments can be improved. 
As interim goals are realized in his participation, the pa- 
tient sees himself developing. As development continues, 
many of the patients’ original concepts about blindness 
are favorably revised. The revised concepts are mixed 
with past experiences, interests, aptitudes, and are pro- 
jected by him into the future in the ferm of plans. As he 
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engages in the activities, the patient accumulates infor- 
mation about his strength and weakness in certain gen- 
eral areas of activity. 

In addition to the above benefits from participation, 
which accrue to the patient, others take place. In each 
area of activity in which the blinded patient is scheduled, 
a critical evaluation process is in operation. Therapists 
learn the performance level of the patient in each ac- 
tivity and also take careful account of evidence of his 
interests. As therapists learn the performance level, in- 
terests, and capacity for activity, they can then gauge 
the amount of challenge that will be offered as they pro- 
ceed. Naturally, patients differ quite widely, and pro- 
visions are made to get each activity on a success basis 
no matter what that level may be. Successful entry into 
the program presupposes that the patient will give some 
effort to it. If this happens, patients generally find that 
they succeed in a situation with which therapists have 
confronted them. They also find that there is no con- 
demnation when shortcomings are revealed, except for 
obvious lack of effort and cooperation. A file of situations 
of varying difficulty has been developed for guidance and 
ready reference by the staff personnel. Therapists who 
‘are assigned to these challenging situations, plan to start 
with the simplest objectives in mind and, as skill is ac- 
quired by the patient, go on to ones offering greater chal- 
lenge. 

All of the units of activity are considered to be of 
equal importance. Each patient is expected to participate 
in all of them unless there are medical contraindications. 
The catalogue of situations is presented in dynamic fash- 
ion as a result of which there is increased patient skill and 
greater feeling of personal confidence. This continues 
from the time the individual begins the program until 
the day of discharge. As the activities progress from 
simplicity to greater complexity, the concept of relative 
purposelessness is revised on the basis that the patient 
is now among trained personnel who have had experience 
with the blind and know that responsible and pleasurable 
living are potentials for him. The responses of patients in 
the activities vary considerably and, when noted and 
studied, provide the bases for counsel. Competition in 
activities is not encouraged by therapists, whose patients 
are not expected to measure one against another, but 
rather encouraged to measure by a satisfactory pattern 
for themselves as they come to understand themselves. 

Activities in Detail_—The order of presentation of the 
following activities is not to be interpreted as a gauge of 
their relative importance, since each is an equally im- 
portant part of a constellation of influences. They all 
make up the blind rehabilitation program and are not 
sovereign entities unto themselves that can be accepted 
or rejected at the will of the patient. The enthusiasm 
with which patients participate and the rate of progress 
depend on the contributions to his projected plans by 
each activity. 

Writing: Each patient is scheduled in writing. Here, 
the typewriter is used as a medium through which a suc- 
cess pattern is established with him. Writing is a skill in 
which it can be presumed that sight is not an element for 
performance. The learning of typewriting does not re- 
quire sight, and generally it is not very long before the 
skill which has been gained can be utilized for practical 
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purposes. Therapists charged with the administration 
of writing procedures follow the same general pattern 
with regard to observation and presentation as do the 
therapists in the other therapy units in the blind section. 
They are alert always to present challenges through which 
the patient will succeed in that which he tries. Patients 
who have been treated in this section have been found to 
have a very wide range of differences in speed and ac- 
curacy. It is a very delicate matter to present challenges 
in the writing area because of vocabulary, spelling, and 
grammatical shortcomings that generally exist to some 
degree, and an adult who feels he has these difficulties 
reluctantly exposes them. In extreme cases the therapist 
treats with phonetics, spelling, vocabulary, punctuation, 
and sentence structure right along with typewriting itself 
in the establishment of the success pattern for the patient 
at his particular level. Therapists begin typewriting in a 
very simple form with all patients. With some, of course, 
this is far below their production capacity, but the thera- 
pist, by careful and sensitive observation, can revise the 
complexity of challenges upward very rapidly until they 
are more consistent with performance. While the type- 
writer is used in writing therapy and in the beginning with 
all patients, the challenges become more complicated as 
the patient’s level of performance rises and he utilizes 
handwriting principles for the blind, recording and trans- 
scribing principles, study and test situations, and note- 
taking and record-keeping methods. 

Counseling: All the while patients are participating in 
the program of the blind section, they are scheduled in 
counseling. Some of the items that are accomplished in 
the counseling process are of considerable benefit to the 
patients and to the staff while the patients are engaged 
in the program. A considerable portion of what is ac- 
complished is of benefit to the patients after they are 
discharged from the hospital. As rapport is established 
and strengthened, the counselor compiles and inventories 
the patient’s past activities and interests. He develops 
information about the patient's feelings and emotions and 
the environmental factors of the past and present that 
contribute to the development of them. He evaluates the 
domestic, economic, social, and vocational factors to as- 
certain their influence on the patient as he participates in 
the rehabilitation program. As the counselor manifestly 
assists in the removal of distracting factors, his rapport 
with the patient is enhanced and more secretive informa- 
tion comes out which is important in the planning. The 
counselor administers intelligence, personality, interest, 
and aptitude tests, applying the modifications that make 
them suitable for the blind. He interprets the results for 
the patients and the staff and compares the test results 
with the performances actually demonstrated by the pa- 
tients as they participate in the various therapeutic activi- 
ties. When vocational and other planning goes from the 
general to the specific, the counselor brings the patient 
into contact with the hospital’s vocational rehabilitation 
counselor, social service worker, and other specialists 
who continue with the special planning. 

Mobility: All patients are scheduled and work inten- 
sively in orientation and mobility. Any person who has 
suffered severe sight loss resulting in blindness finds his 
ability to orient to surroundings and move about with 
independence seriously curtailed. The blind section rec- 
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ognizes that the veterans who have lost eyesight are con- 
fronted with the problem of protecting themselves when 
they move about alone and also that problems exist for 
them in the maintenance of knowledge of their position 
in relation to other things about them. All of the veterans 
treated in the blind section were physically adequate as 
adults before their blindness. The limitations they suffer 
in the loss of free movement are quite frustrating. They 
do not relish the thought of the embarrassment they suf- 
fer when they are viewed by others as clumsy and inept 
performers. It is believed that severity of the limitations 
in orientation and independent movement can be reduced 
by formalized teaching and learning. At Hines a great 
many mobility and orientation situations are outlined in 
detail. These situations vary from the extreme shelter of 
the patient’s room to the uncontrolled Loop area of 
downtown Chicago. A great catalogue of them has been 
planned, extensively used, and subsequently refined as 
experience has accumulated. 

Staff personnel begin their supervised therapy sessions 
with any patient in a situation in which the patient has a 
good chance of achieving success. Workable techniques 
are illustrated by therapists, and the patients are expected 
to try them and use them sufficiently to understand their 
effectiveness. Methods with and without a cane are em- 
ployed. The cane used is of lightweight metal and of 
unusual length. It goes without saying that for a com- 


bination of reasons no patient executes with finesse from. 


the start all of the techniques that are illustrated. Never- 
theless, the patient is expected to reach the objective and 
use a fair semblance of the fundamentals illustrated be- 
fore he is taken on to a situation that is new and a little 
more difficult, but in which he can be expected to have 
success if he gives effort. This continues through many 
degrees of difficulty. Individual differences have ac- 
counted for variations in the final performance level 
reached in this activity by different patients. However, 
it is the expected rather than the unusual goal that the 
patient will travel through a number of routes in the con- 


gested Loop area of Chicago before the program is com- 


pleted. 

Braille: All patients participate in the study of braille. 
Braille is an activity in which early success can generally 
be expected, in which successful participation can be di- 
rected for quite a long time, and in which intermediate 
goals exist all along the way. The challenges of this ac- 
tivity are different in many ways from those found in the 
other therapeutic units of the program, but offer material 
for evaluation and development of the participant. Many 
things are observed about the patients as they participate 
in the effort to improve their perceptive and manipulative 
skill. Information is gained about their intellectual and 
academic levels, their habits of concentration and atten- 
tion, and their interests and capacity for sustained study 
situations. A variety of textbooks are used, along with 
the machines and instruments for braille writing, selected 
literature, and specially prepared projects that serve as 
mediums by which the challenges are presented in this 
therapeutic activity unit. 

Shop Unit: In the shop unit challenging situations are 
likewise presented in step-by-step fashion. It is planned 
that each succeeding step be more demanding than the 
last. The early steps involve articles made of leather. As 
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specifications are met in those projects, the veteran 
moves on into weaving. This process of graduating into 
more demanding situations is continued as projects come 
to require the use of hand tools for metal working. The 
use of power equipment for wood and metal follows. As 
the blinded veteran meets rigid specifications with the aid 
of such tools as a hammer, saw, screwdriver, nails and 
square, and then with the drill press, wood lathe, power 
saws, metal lathe, shaper and milling machine, his con- 
cept of himself, now blinded, undergoes a positive re- 
vision. This unit of the program does much to widen the 
horizons of men concerning possible performance, pleas- 
ure, and responsibilities. Here many shortcomings in at- 
titudes and other habits are uncovered and remedial 
action taken. 

Physical Reconditioning: A part of the schedule for 
each patient is devoted to physical reconditioning activi- 
ties. This unit of the program leads to an improvement 
in the general physical condition of the patient and brings 
about an increase in his capacity for physical activity. 
Tandem bicycles, modified baseball, shot-putting, and 
weight-lifting are activities much in use. Wall pulleys, 
stall bars, health walkers, mats, punching bags are illuse 
trative of other equipment that is used to direct patients 
back into better physical condition than that with which 
they were originally admitted. 

Recreational Activities: Activities of a recreational 
nature are scheduled for all of the patients of the section, 
although participation in them is encouraged rather than 
required. Once a week the patients go swimming. The 
swimming pool used is not in the hospital and is under 
the supervision of specialists of the Red Cross. Each week 
patients participate in golf or in bowling, whichever is in 
season. The patients are also encouraged to participate 
in card-playing and in dancing, which are under the 
supervision and auspices of special services of the hos- 
pital. These activities tend to contribute to the develop- 
ment of a clearer impression of recreational possibilities 
and responsibilities for the blinded, both as individuals 
and as part of a group. 

The blind rehabilitation section has had the responsi- 
bility of prescribing and administering activities that are 
therapeutic for the blinded. Many conditions and cir- 
cumstances that accompanied blindness have added to 
the difficulty of this accomplishment. These accompany- 
ing conditions and circumstances have had to be taken 
into account by therapists in every daily schedule ac- 
tivity and in the establishment of intermediate and final 
goals for the involved patients. Great differences were 
found in amount of useful eyesight, age, physical condi- 
tion, and motivation. In addition to blindness, many pa- 
tients had amputations, sometimes multiple, hearing 
losses, and paralysis of extremities that exerted their in- 
fluence. Gait and postural disorders, joint malfunctions, 
and height and weight distribution were factors that af- 
fected the rate of accomplishment. Fears of physical 
damage, self-consciousness, neurotic disorders, doubts 
about therapists, doubts about learning and competitive 
abilities, and doubts as to the long-range worth of the 
blind section’s objectives, if realized, were factors found 
that affected the progress in varying degrees with different 
patients in the acquisition of skills. The blind section had 
patients with histories of psychoses and post-traumatic 
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and postsurgical epileptiform seizures that were under 
medical control. Diabetes, hypertension, cardiac and 
glandular and metabolic disorders, hemorrhoids, flat- 
footedness, pseudarthrosis, and ankylosed joints were 
other conditions that had to be considered in the estab- 
lishment of intermediate and final objectives. 
Discharge Procedures.—A number of factors, gener- 
ally, have had to be taken into account in arriving at a 
decision to discharge patients from the blind rehabilita- 
tion section. Eighteen weeks has been considered as an 
approximate and maximum time for a patient to plan to 
participate in the program. This time factor has not been 
rigidly observed because of the wide range of individual 
differences in the patients and the different circum- 
stances to which they have to plan to adjust after dis- 
charge. It has, however, been a guiding factor for both 
the patients and the staff, and in many instances has been 


_ the chief factor in determining the exact date of discharge. 


As the patient’s level of performance gradually rises, his 
horizon of possible living experiences steadily widens. 
He relates his gradually heightening level of performance 
to adjustments that he wishes to make at home after dis- 
charge. This adds to the attractiveness of the home and 
has to be considered in planning the length of any pro- 
gram. Sometimes over-optimistic estimations of improved 
performances on the part of the patients, coupled with 
other attractions of home, lead to premature powerful 
desires to get home and the patient insists upon discharge. 
Efforts on the part of the staff to prevail against this home 
attraction by contrasting the patient’s level of perform- 
ance with that of a general standard are sometimes fruit- 
less, and an abortive basic blind rehabilitation effort re- 
sults. Often there are problems at home about which the 
patient is worried. Preoccupations of this kind make the 
trying and demanding aspects of the program more dif- 
ficult. Frequently persons at home do not make real 
efforts to influence patients to continue in the program, 
and they are discharged before they receive the maximum 
hospital benefit. Sometimes premature discharges are 
avoided by granting leaves of absence that enable the 
highly motivated patients to correct their troubles at 
home and then return to complete their rehabilitation. 

There are certain factors that concern the staff in de- 
termining whether a patient is ready to leave the hospital. 
1. Has the patient knowledge of the performance prin- 
ciples of the blind as well as skill in using these principles? 
2. Has he revised his opinions about the possibilities of 
effective and satisfying living that can exist for the blind? 
3. Has he found that growth and satisfaction come as a 
compensation for his efforts and that this principle can 
serve as a basis for adjustment after discharge? 4. Has the 
veteran acquired a better understanding of his diagnoses, 
treatment, precautions, and prognosis in his medical 
problems through long close contact with physicians? 
5. Has he begun to have a sense of the necessity facing 
his vocational problems with the help of the vocational 
counselor? 6. Does he know something about his social 
problems and where to turn for help if they are too dif- 
ficult for him? 

Generally, as the date of discharge approaches, the 
veteran looks forward to it. He knows much better than 
when he came, how much and generally what kind of ef- 
fort goes with a policy of positive action in adjustment 
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to blindness, and he feels secure in that knowledge. He 
knows more about stresses, dangers, and embarrass- 
ments, but he also realizes the satisfaction that results 
from positive effort. When the men return to their homes 
in the various parts of the United States and the outlying 
possessions, the regional offices of the Veterans Adminis- 
tration assume responsibility for the continuation of 
service. Vocational rehabilitation and educational serv- 
ices of the regional offices are offered for the continua- 
tion of vocational counseling and the consummation of 
vocational training plans. They also aid men in making 
contacts through which vocational placement can be 
accomplished. Social service at Hines Hospital commu- 
nicates with social service in the veteran’s regional office 
and makes suggestions for continued contacts, also re- 
questing that the hospital be given follow-up data. In a 
great many instances the hospital has secured follow-up 
information about discharged patients through their cor- 
respondence with our staff personnel. 

There have been 249 veterans discharged from the 
blind rehabilitation section, as of December, 1954. Six of 
this number that have been discharged subsequently 
were readmitted for further rehabilitation. Of the 249 
veterans who were treated, 209 received significant bene- 
fits and 40 were considered to have participated without 
having achieved significant benefits. The patients who 
were evaluated as having received benefits demonstrated 
definite improvement in attitudes about themselves and 
their blindness. They also demonstrated improvement in 
their ability and desire to perform self-dependently. In 
those for whom no significant benefits were claimed, the 
majority stayed for a very short time. The above figures 
were compiled without complete and accurate informa- 
tion as to the veterans’ postdischarge adjustments and 
their pursuit of further rehabilitation goals subsequent 
to this program. A much more objective and complete 
study of results is being undertaken by the central office 
of the Veterans Administration and when released will 
make a further contribution. 


SUMMARY 

Out of the necessities arising from war blindness, there 
has evolved a special therapeutic process for blinded pa- 
tients apart from ophthalmologic care, which was at first 
under the aegis of ophthalmology but more recently 
under physical medicine and rehabilitation. This process 
has culminated in new processes of treating blinded pa- 
tients in the following respects. 1. The patient’s hospital- 
ization is prolonged, during which time he receives 
conditioning for discharge. 2. The patient’s conditioning 
is accomplished through an environmental therapy, the 
environment depending heavily on activity and the per- 
sonal influence of seeing technicians presided over by a 
blind technician. This group presents, on the primary 
level, every available means of efficient functioning 
without sight. This presentation of physical aids is related 
to a philosophical discipline that transfers itself to the 
patients under favorable conditions through the medium 
of cooperative action, backed up by a sparing use of 
language and psychotherapeutic techniques. The disci- 
pline is rather rigid in the area of the physical realities of 
blindness, which are brought home graphically to the 
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patient. With regard to the interpretation of these difficul- 
ties and the realization of personal objectives, wide lati- 
tudes of individual differences are recognized. 3. An esti- 
mate is made of the patient’s chances of success with the 
therapy before admission to treatment, and precautions 
are taken against confronting individuals with situations 
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beyond their capacity. 4. This entire therapy process is 
not vocational training but a means of transition, both 
emotionally and physically. During this process the pa- 
tient tries to prepare himself for a fresh launching in 
society under the altered circumstances presented by his 
blindness. 


TUBERCULOUS ARTHRITIS 


Edward F. Hartung, M.D., New York 


As a result of the marked decrease in the incidence of 
arthritis due to tuberculosis, the diagnosis of this condi- 
tion is commonly long delayed. So infrequent has it be- 
come that the contemporary generation of physicians 
may not have seen more than one or two authenticated 
cases. Pathetic delay in detection is exemplified by the 
following case history. 


REPORT OF A CASE 


A white male, aged 50, was admitted in August, 1953, to a 
fully accredited hospital in New York City, complaining of 
a pain in the right upper quadrant of the abdomen that had 
been present for over six months previous to admission. Com- 
plete gastrointestinal as well as genitourinary and chest x-rays, 
retrograde pyelograms, blood examinations of many varieties, 
and liver and kidney function tests were all normal or equivocal. 
At least 20 qualified internists and specialists, as well as in- 
numerable interns, had repeatedly examined and reviewed the 
case. A laparotomy was performed in October, 1953, but noth- 
ing of moment was found. Eventually, in December, 1953, al- 
though there was no discomfort referable to the patient’s spine, 
an x-ray of the dorsal spine was taken. This revealed a classical 
tuberculous lesion involving the 11th and 12th dorsal vertebral 
bodies and the intervening disk, with a large paravertebral 
abscess on the Jeft, adjacent to and below this involved area. A 
review of the previously taken x-rays showed this lesion, but it 
had been overlooked. The treatment of the patient with chemo- 
therapeutic agents, and eventually in February, 1954, with sur- 
gery for spinal fusion, satisfactorily resolved the pain in the right 
upper quadrant of the abdomen. Over four months elapsed from 
the date of admission to the establishment of the correct 
diagnosis. 

CLINICAL ASPECTS 


Incidence.—The incidence of tuberculous arthritis in 
recent years, as seen at Bellevue Hospital, New York 
City, is detailed in the table. This study does not include 
tuberculosis of bone unless it simultaneously involved a 
joint. The distinction would appear artificial at times, 
especially in the spine where the vertebral body is pre- 
dominantly involved in most instances. However, the 
segregation of cases involving the joints is worth while, 
in that differential diagnostic considerations are im- 
portant to stress, since other forms of arthritis simulate 
those due to tuberculosis. 

It will be seen that in 1951 the number of individuals 
discharged was 21 and in 1952 was 37, or 58 for these 
two years. This reflects an incidence of about 1.5% of 
the number of patients discharged with pulmonary tuber- 
culosis and about 0.06% of the total discharges from 
Bellevue Hospital in these two years. Not all of those 
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patients had been admitted to orthopedic wards, but in 
1951 there were 13, and in 1952 there were 21 such 
orthopedic ward admissions. These 34 cases were thor- 
oughly studied and are the basis for the statistical data 
below. 

The age and sex incidence varied about as in previ- 
ously published studies. No age was immune, the age 
varying from 2 to 64 years, with a preponderance of 
patients in early adult life. The average was 29 years. 
As in other studies the incidence in the young (under 21) 
was equally divided between the sexes, whereas in the 
adults the males predominated almost two to one. In this 
series from New York City there was a considerble inci- 
dence of Negroes, Puerto Ricans, and Chinese. It is 
doubtful that this has much significance, as it is probably 
due to economic and other factors and not to inherent 
racial susceptibilities. As in other studies, a history of 
trauma as the precipitating factor occurred in some of the 


Arthritis Due to Tuberculosis in Patients Discharged* 


Tuber- 
eulous Pulmonary 
Arthritis, ph Tuber- Total 
Tota edie culosis, Discharges, 
Dis- Individ- W vow Total A 

Year charges ualst Only Discharges Diseases 
27 25 1,945 63,372 
30 21 13 2,184 53,261 
38 37 21 2,285 51,823 
24 21 1,911 49,798 


* From Bellevue Hospital, New York. 
t Some individuals had multiple discharges. 


cases where the question was asked. Accurate figures 
are difficult to obtain. The trauma appeared to have a 
sequential time relationship to the onset of the joint 
symptoms, usually preceding the onset by four to eight 
weeks. Does trauma or inflammation predispose a joint 
to the localization of circulating bacilli? This is not the 
place to discuss the relationship of trauma tothe onset of 
various arthritic manifestations. It can be said in pass- 
ing, however, that our experience indicates that, besides 
tuberculous arthritis, only gout and traumatic synovitis 
are precipitated by direct trauma. This includes trauma- 
tic synovitis superimposed on preexisting osteoarthritis. 
The evidence for the relationship of trauma to other 
forms of infectious arthritis and to rheumatoid arthritis 
and rheumatic fever is extremely equivocal. 

Articular Manifestations.—This series did not reveal 
anything new in the symptoms of tuberculous arthritis. 
Most patients were in fair general condition at the onset 
of arthritis, the onset being insidious rather than acute 
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and the course chronic. When the lower extremities were 
invclved the first symptom was often a limp without ap- 
parent cause. There was usually slight or no fever. Evi- 
dences of a toxic condition and general constitutional 
symptoms appeared to be related more to other forms of 
tuberculosis present, such as pulmonary or genitourinary 
involvement, than to the joint disease itself. Locally 
there was slight to moderate swelling, slight warmth but 
no redness, and moderate stiffness and tenderness, but 
marked atrophy of the adjacent muscles and spasm of the 
muscles controlling the joint involved. Commonly, ad- 
jacent lymph nodes were enlarged. 

Extra-Articular Involvement.—About 80% of the pa- 
tients had one or more forms of tuberculosis in addition 
to involvement of the joints. These were predominately 
pulmonary and genitourinary tuberculosis. A study of 
the location of the disease in this series showed that lower 
extremities were most commonly involved, the ankles 
and feet most frequently. The spine was the next most 
common localization and lastly the upper extremities, 
with the shoulder joint predominating. This experience 
agrees with previously published statistics except that 
usually about 50% showed involvement in the spine, the 
lower extremities being second in frequency and the 
upper extremities third. In our series about 15% of the 
patients showed polyarticular involvement. 

Etiology and Pathogenesis.—The determination that 
the infecting organism is of the human type, rather than 
avian or bovine, has been fairly well established. We have 
not had the opportunity to verify this point in this series. 
That the pathogenesis is by blood-stream dissemination 
is amply verified by the clinical and x-ray aspects of many 
of our cases. Diffuse seeding in multiple areas was com- 
mon, at times in more than one peripheral joint, and at 
times two or even many vertebral bodies were involved. 
Both the synovia and the subchrondral or epiphysial 
bone were at times simultaneously involved, or at least 
the disease was advanced to the stage of multiple in- 
volvement by the time it became clinically recognizable. 


DIAGNOSIS 


The articular and extra-articular manifestations, that 
is, the presence of the local clinical picture as outlined 
above, together with the presence of extra-articular tuber- 
culous involvement, are the best early evidences to sup- 
port the diagnosis. Examination of the gastric content 
for tuberculous organisms is at times useful if the sputum 
is repeatedly negative. Additional help is offered by the 
following procedures. 

X-Ray.—An important concept initially described by 
Cleveland and co-workers * and Bosworth * and reem- 
pnasized by Poppel* and his associates at New York 
University is that bone and joint tuberculosis has two 
aspects; the well-known lytic process producing geo- 
graphic erosions with associated bone atrophy and, in 
addition, a sclerosing process with marked bone produc- 
tion and at times spur formations at the joint margins. 
Either process may be found alone, or they may be found 
in combination. The sclerosis, at times simulating some 
types of bone metastases, is considered to be due to 
tuberculous emboli and obliterative endarteritis sequen- 
tial to circulating toxins, both resulting in local anoxia. 
Others consider the sclerosis as evidence of healing. 
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X-ray diagnosis of tuberculous arthritis is difficult during 
the early stages, and even in the late stages the radio- 
graphic appearance can be confused with other condi- 
tions, particularly with other infectious processes and 
with malignant diseases. The criteria for x-ray diagnosis, 
which must be divided into early and late stages, may be 
briefly outlined as follows. Early stages are indicated by 
(1) general clouding and haziness about the joint in- 
volved and in the adjacent soft tissue; (2) slight mottled 
decalcification of the bones of the involved areas; (3) 
hazy outline of marginal bone, possibly erosions, or cir- 
cumscribed cysts; (4) expansion of the joint space; and 
(5S) at other times narrowing of the joint space due to 
the destruction of cartilage. The late stages are charac- 
terized by (1) soft tissue atrophy and evidences of 
edema; (2) marked demineralization of bone; (3) 
marked bone destruction (lysis-geographical defects), 
characteristically of juxtaperipheral opposing surfaces; 
(4) at times blastic changes of bone center and cortex 
and eburnation of joint margins, alone or mixed with 
lytic changes; (5) productive lesions, as spur formations 
at the joint margins, eventual bridging and ossification of 
ligaments; (6) joint space reduced or absent, that is, 
complete obliteration of the joint with fibrous, then bony, 
union, joint mice, sequestrations, or fragmentations; and 
(7) subluxations and displacements, marked soft tissue 
swellings, cold abscesses, and sinuses. The cartilage may 
be intact even though there is marked lysis of bone, due 
to the apparent fact that the proteolytic and other en- 
zymes sequential to tuberculous infection do not attack 
the cartilage as one sees it attacked in such a condition 
as gonorrheal arthritis, where, at times, the cartilage is 
“washed out” in a matter of 10 to 14 days. 

Biopsy and Synovial Fluid.—Lymph gland biopsy has 
been used ° as a method of diagnosis, but the results are 
too equivocal for routine application. The finding of a 
nonspecific lymphadenitis without the presence of the 
diagnostic tuberculous granuloma is too often the result. 
Then, too, the conclusion that the joint is tuberculous is 
presumptive even though the gland shows granuloma. 
Microscopic examination of biopsy specimens of syno- 
vial tissue is at present the only certain way to make an 
unequivocal diagnosis of tuberculous arthritis. When 
such a diagnosis is suspected, but not certain from the 
evidence otherwise available, a biopsy is essential. It is 
important to stress, however, that a generous piece must 
be taken out or the tuberculous granuloma, on which the 
pathological diagnosis is made, may not be found. Even 
a reasonably large piece will commonly show only non- 
specific granulation tissue. As stated above, it is only on 
the finding of a classical tuberculous granuloma that the 
pathological diagnosis is made. On the other hand, one 
occasionally sees patients, particularly children, with a 
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monarticular involvement, in whom the diagnosis of 
tuberculous arthritis has been suspected but in whom a 
biopsy was taken and a negative result obtained. These 
usually turn out to be cases of rheumatoid arthritis, and 
eventually there is multiple joint involvement, making the 
diagnosis clear. One is justified, when in doubt in such 
cases, in performing a biopsy. 

It is usually impossible to procure specimens from 
tuberculous lesions involving the spine, because of the 
formidable nature of the procedure and the risks in- 
volved. The spinal cases, unfortunately, account for a 
third or more of those seen. The diagnosis of spinal le- 
sion must, therefore, be made on other evidence. The 
synovial fluid is not characteristic in this disorder. It may 
be clear and straw colored. The cells vary from a few 
thousand to a hundred thousand or more and are pre- 
dominantly lymphocytes. Guinea pig inoculation may 
show tubercle bacilli. 


TUBERCULOUS RHEUMATISM 

The concept of tuberculous rheumatism as distinct 
from tuberculous arthritis was formalized by Poncet. A 
number of writers have reported alleged cases.° More 
than one author considered the entity to be due to a 
mechanism similar to the abnormal immune response to 
the Streptococcus, and the latter is offered as a theory 
today to explain the pathogenesis of rheumatic fever. 
The condition must be rare if it exists at all. I have never 
seen a case that I could call tuberculous rheumatism. 


TREATMENT 

Constitutional therapy along well-established princi- 
ples, as in pulmonary and genitourinary tuberculosis, 
must be instituted in cases of tuberculous arthritis. The 
principle of general and local rest is still the keystone of 
therapy. Surgical techniques and controversies, however, 
revolving about the use of immobilization by rest, and by 
braces and casts, versus open operation, will not concern 
us here. 

Medical Treatment.—The introduction of the newer 
chemotherapeutic agents in the treatment of tuberculosis 
has already revolutionized our point of view, and the 
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future appears even more promising. Their use appears 
to block extension of the disease while the actual healing 
is accomplished through the slow process of resorption, 
fibrosis, and calicification. In other words, these agents 
are bacteriostatic, and probably not bactericidal, when 
given in safe doses to humans. The most extensive ex- 
perience has, of course, been in the treatment of pul- 
monary and genitourinary tuberculosis, and the experi- 
ence gained has been utilized in the treatment of bone and 
joint tuberculosis.’ 

p-Aminosalicylic acid was the first chemotherapeutic 
agent to be introduced into the contemporary treatment 
of tuberculosis. An adequate dose, 12 gm. a day of the 
free acid, when given alone produces an arrest of the 
tuberculous process, but resistant organisms rapidly de- 
velop, nullifying the initial beneficial effects. Its use 
alone is to be avoided. In 1944 streptomycin was 
introduced as an effective antituberculous drug, and 
experimental and clinical application rapidly followed.*® 
Adequate parenteral dosage, 1 gm. daily to twice a 
week, for long periods of time, produces a much 
stronger antituberculous effect than does p-amino- 
salicylic acid but eventually has the same disadvan- 
tage, in that bacterial resistance develops, neutraliz- 
ing the original beneficial effect. Starting in 1949, it was 
found that a combination of streptomycin parenterally, 
1 gm. twice a week, plus p-aminosalicylic acid orally, 12 
gm. daily, produced the best results over prolonged pe- 
riods of time, in that bacterial resistance was more or 
less avoided. At the same time the toxic effects were 
minimal. 

Dihydrostreptomycin was introduced about 1950, but 
its use has been more or less discontinued, because its 
effect on the auditory apparatus has been found to be 
much more marked than with streptomycin itself. In 
1952, the isoniazid compounds were introduced,’ and, 
when given in doses of 0.15 to 0.3 gm. daily, and alone, 
produced beneficial effects; these were rapidly followed, 
however, by the development of resistant organisms and 
a recrudescence of the disease. It was found that in com- 
bination with streptomycin the development of resistant 
organisms could be avoided. However, recent statistics 
appear to show that this combination, at least in pul- 
monary tuberculosis, is in no way superior to the well- 
established therapy of streptomycin and p-aminosalicylic 
acid described above. Parallel to this, oxytetracycline 
(Terramycin) and many other preparations have been 
used, many showing more or less antituberculous charac- 
teristics; but all require combination administration in 
order to avoid bacterial resistance. Excellent summaries 
of the subject of chemotherapy in tuberculosis are now 
available.'” 


Surgery.—Surgery is still the treatment of choice in 
tuberculous arthritis."' As far as I have observed, no 
one has had the courage to treat tuberculous arthritis 
with the chemotherapeutic agents alone. Experience in 
the treatment of pulmonary tuberculosis with chemo- 
therapeutic agents would lead one to feel that this is a 
correct conservative stand. In pulmonary tuberculosis 
treated with these agents, there is a resolution of the 
non-necrotic process, but the fibrotic and calcified areas 
of long-standing lesions appear to be beyond their in- 
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fluence. When these residual lesions are removed sur- 
gically, as by lobectomy, tuberculous organisms are found 
embedded within the fibrotic and calcified areas. It is 
reasonable to suppose that the situation is analogous in 
the case of bone lesions. 

The present method of therapy, and one which has 
been followed most consistently in the series reported 
here, is the use of streptomycin in doses of 1 gm. daily to 
twice a week, and p-aminosalicylic acid by mouth in 
doses of 12 gm. daily, both for one to three months pre- 
ceding surgery and for three months or more after sur- 
gery. The results of this new approach, combining these 
newer agents and surgery, are difficult to state statis- 
tically. It is obvious, however, that this method allows 
the surgeon to operate more boldly in extensively in- 
fected fields, that the patient is in better general condition 
before the operation, that the convalescence is shorter, 
that the unfortunate tendency toward rekindling to a 
tuberculosis process after surgical manipulation is les- 
sened, and that sinuses frequently fail to develop and 
when they do they usually heal with greater facility than 
in the past.'? The over-all end-results are superior to 
those obtained before the advent of the antituberculous 
drugs. 
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Whether over prolonged periods of time these drugs 
would completely resolve a tuberculous bone or joint 
process, or whether newer chemotherapeutic agents, yet 
to be developed, will effectively overcome the two stum- 
bling blocks, that is, the lack of penetration of the drug to 
the fibrotic areas and the development of bacterial re- 
sistance, only time and more observation can tell. 


SUMMARY AND CONCLUSIONS 

The incidence of tuberculous arthritis is still consider- 
able. In one New York City hospital in recent years it 
accounted for about 0.06% of the total discharges. The 
diagnosis of early cases is difficult on clinical and even 
on x-ray evidence. When the disease is suspected, a 
biopsy must be performed. The concept of “tuberculous 
rheumatism” has no validity in my opinion. Surgery is 
still the treatment of choice, but the administration of 
the newer chemotherapeutic agents, in pairs to avoid the 
development of resistant strains, preoperatively and post- 
operatively, has markedly improved the results. 
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THE CARDIOLOGIST LOOKS AT THE SKIN 


Jacob J. Silverman, M.D., Staten Island, N.Y. 


Arthur Bernstein, M.D., Newark, N. J. 


An extraordinary amount of clinical information is 
available to the cardiologist from an ordinary examina- 
tion of the skin. Despite the many technical advances 
achieved up to the present, time-honored diagnostic 
methods requiring only simple observation and no special 
apparatus still occupy an important place in the practice 
of medicine. Indeed, there are times when the eyes may 
yield more information than the stethoscope or the elec- 
trocardiogram. It is the purpose of this paper to discuss 
the various skin manifestations encountered in cardio- 
vascular problems. 


EMOTIONAL INFLUENCES 

The cardiologist is keenly aware of emotional changes. 
In this respect, the skin, perhaps more than any other 
organ in the body, is a mirror of the emotions. During 
tension, the facies is characteristic; the skin is pale, the 
muscles are tense, the brow is wrinkled, and beads of 
perspiration accumulate. An examination of the hand 
is often revealing.' Excessive sweating of the palms, for 
example, is one of the striking features of neurocircula- 
tory asthenia.” The soles and axillas also share in this in- 
creased sweating. Sweating of the hands and soles reflects 
emotional activities; it is increased during tension and 
excitement and is generally uninfluenced by outside tem- 
perature. In contrast to the warm, flushed hand of hyper- 
thyroidism, those of patients with neurocirculatory asthe- 
nia are cold, wet, and cyanotic. Tremors, tobacco- 
stained fingers, and chewed-off fingernails also stigmatize 
the neurotic.* 


CONGENITAL DISORDERS 

Congenital abnormalities of the skin and its append- 
ages are important to the cardiologist because they di- 
rect suspicion to associated anomalies of the heart. Ac- 
cording to Brown,* one of the commonest of all asso- 
ciated abnormalities in congenital heart disease is an 
accessory nipple. Hemangioma, hairlip, and spina bifida, 
have also been described as associated with congenital 
heart disease, as have polydactyly, syndactyly, and arach- 
nodactyly. Cyanosis in the young should always suggest 
congenital heart disease. In most instances, cyanosis in 
congenital heart disease is due to a venous-arterial shunt, 
but it should be pointed out that at least 25% or more 
of the circulating blood must be shunted to cause recog- 
nizable cyanosis.* Cyanosis in congenital heart disease 
may occur late in life, notably in some patients with the 
Eisenmenger complex or with an interauricular septal 
defect. Differences in the distribution of the cyanosis 
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should be noted. In patent ductus arteriosus, when the 
pressure in the pulmonary artery is high, causing a re- 
versal of blood flow, the lower extremities may appear 
cyanotic but not the head and upper extremities. Con- 
versely, in transposition of the great vessels, the color 
distribution may be reversed, the cyanosis being more 
markedly intense over the head and upper extremities. 

Clubbing of the extremities has also been considered 
one of the traditional stigmas of congenital heart dis- 
ease. Clubbing, however, is never present at birth and is 
very rare before the age of 2. Clubbing is generally pro- 
portional to the degree, not duration, of the cyanosis and 
reflects the degree of polycythemia. In other words the 
cyanosis practically always antedates the clubbing. Club- 
bing in a noncyanotic patient with congenital heart dis- 
ease, therefore, should make one think of a complicating 
bacterial endocarditis or a pulmonary disorder. From 
a prognostic standpoint, clubbing associated with intense 
cyanosis before the age of 5 is an ominous sign and usu- 
ally indicates death before puberty; cyanosis unaccom- 
panied by clubbing in a patient with congenital heart dis- 
ease is Suggestive evidence that the cyanosis is probably 
of recent origin. Clubbing of the toes and not of the fin- 
gers has been observed in the syndrome of patent ductus 
arteriosus with reversal of flow. Clubbing is related to 
and reflects the distribution of cyanosis. 

A rare form of cyanosis easily confused with congen- 
ital heart disease is methemoglobinemia. An acquired 
type of methemoglobinemia has recently been described 
in intensely cyanotic infants below the age of 6 months. 
This condition results from the ingestion of nitrates con- 
tained in contaminated well water. Another deceptive 
cause of cyanosis is an arteriovenous fistula of the lung. 
Classically, patients with an arteriovenous fistula demon- 
strate a diagnostic triad of cyanosis, clubbing of the 
fingers and toes, and polycythemia.® This may be a vari- 
ation of polycythemia vera (Osler’s disease) or a heredi- 
tary hemorrhagic telangiectasia in which a variety of vas- 
cular lesions are found. The vascular lesions of this dis- 
order vary in size from a few millimeters of tiny reddish 
plaques to solid cyanotic nodules of several centimeters 
in diameter. They occur almost anywhere on the body 
but may be confined to the skin and mucous membranes; 
they are common in the hands, nail beds, lips, and ears. 

Arachnodactyly, a spider-like deformity first de- 
scribed by Marfan in 1896,° is a hereditary condition 
characterized by long slender fingers and toes. Patients 
with this disorder are characteristically tall and lean. ‘The 
ears are prominent, and deformities of the feet, spine, and 
sternum are common. In Marfan’s syndrome there is a 
high incidence of cardiovascular anomalies, notably sep- 
tal defects, vascular hypoplasia, and medionecrosis of the 
aorta, a condition prone to the development of dissecting 
aneurysm. 
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Adenoma sebaceum is a rare, congenital, and often 
familial condition in which a variety of neoplasms, in- 
cluding kidney tumors and rhabdomyoma of the heart, 
have been described. This is a nevoid disorder in which 
involvement of the sebaceous glands is a feature. The 
disease is manifested early in life by the appearance of 
firm, yellowish, waxy papules over the middle third of 
the face on the inner cheeks and nose. There is usually 
an associated telangiectasia. Accompanying this condi- 
tion, small, slowly growing, subungual and periungual 
fibromas of the fingers and toes may exist.' 

The incidence of congenital heart disease in mongolism 
is high (over 25% ). Persistent atrioventricular, interau- 
ricular, and interventricular septal defects, as well as 
other abnormalities, are common in this condition. The 
features of mongolism are unmistakable. The face is flat, 
the eyes narrow and slanting, the ears small, the nose 
short, the cheeks pink, and the hair is soft and silky. In 
the very young, the skin of the mongol is soft and fine, 
in some areas unusually thin. Over the trunk and thighs 
the skin may appear mottled and marble-like. Charac- 
teristic abnormalities of the hands and feet in mongolism 
are striking and diagnostic.' 


BACTERIAL ENDOCARDITIS 

There are few diseases in which an examination of 
the skin is more rewarding than in bacterial endo- 
carditis. A diagnostic sign of subacute bacterial endo- 
carditis is Osler’s node, first described by Mullen and 
later by Osler. This consists of a small, raised, red nodule, 
often the size of a pea, that is tender and located in the 
fingertips and foot pads, under the nails, in the thenar 
or hypothenar eminences, and rarely on the sides of the 
finger. This nodule lasts only four or five days and ac- 
cording to Libman is pathognomonic of subacute bac- 
terial endocarditis.‘ The Osler node is sometimes con- 
fused with the Janeway lesion, which consists of a small 
erythematous patch located in the palms and soles. In 
contrast to the Osler node, however, it is never painful. 
The Janeway lesions are thought to be more common in 
acute bacterial endocarditis but occasionally occur in 
subacute cases. 


Petechiae are common in bacterial endocarditis. They 
may occur anywhere in the skin, either isolated or in 
showers. They usually vary in size from 2 to 4 mm. in 
diameter and are often found on the inside of the palms 
and on the soles of the feet. Clubbing of the fingers and 
toes is still considered a hallmark of subacute bacterial 
endocarditis. It is an interesting clinical fact that, with 
recovery, the clubbing may recede or completely disap- 
pear. Pallor of the skin is a constant finding in subacute 
bacterial endocarditis. A simple clinical method of esti- 
mating the degree of pallor exists in the observation of 
the color of the palms.* A peculiar muddy pallor to which 
Libman has applied the term café au lait is sometimes ob- 
served.’ 

Trophic disturbances and hemorrhages in the skin, 
particularly of the fingers and toes, occasionally occur in 
bacterial endocarditis. A distinctive hemorrhage beneath 
the nail has been designated “splinter hemorrhage.” 
A rare complication of subacute bacterial endocarditis 
is a ball valve thrombus occluding the mitral valve. This 
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complication, however, is more apt to occur apart from 
subacute bacterial endocarditis than with it. In this con- 
dition patients may experience episodes of coldness, cy- 
anosis, and even gangrene of the fingers, toes, tip of the 
nose, and ear lobe. 


ENDOCRINE DISORDERS 

The recognition of endocrine complications in heart 
disease, often amenable to therapy, is of vital importance 
to the cardiologist. Significant clues to endocrine dis- 
turbances may exist in the skin and its appendages. 

The skin in hyperthyroidism is smooth, satiny, flushed, 
warm, and moist. Maron’s sign, a persistent red dermo- 
graphia in the skin covering the thyroid gland, is some- 
times present. Pigmentation of the skin tends to be in- 
creased; Jellinek’s sign consists of hyperpigmentation of 
the eyelids. Vitiligo has been observed in a sizable per- 
centage of patients with hyperthyroidism. Allergic reac- 
tions of the skin such as urticaria and angioneurotic 
edema are frequent; sensitivity reactions to sunlight are 
particularly common. Anxiety features such as excessive 
sweating of the palms, soles, and axillas and a tremor of 
the outstretched fingers almost always exist. Occasionally, 
a diffuse or circumscribed loss of hair is observed. An in- 
teresting complication of thyrotoxicosis, especially in 
those persons with malignant exophthalmos after thy- 
roidectomy, is the development of localized areas of myx- 
edema of the pretibial areas of the lower extremities. 
Luese skin lesions consist of nonpitting, elevated plaques 
resembling pigskin or orange peel.* 

By way of contrast, the skin in hypothyroidism is dry, 
rough, and cold. The sleepy, coarse facies in myxedema 
(the “Eskimo face’) differs sharply from the wide- 
awake, alert-looking facies of toxic hyperthyroidism. In 
hypothyroidism, because of carotenemia, the skin takes 
on a sallow, yellowish hue. Waxy xanthoma deposits in 
the skin may arise from a disturbance in the cholesterol 
metabolism. Pads of localized swelling resembling fat 
pads may appear in the supraclavicular fossae and over 
the dorsum of the hands and feet. Patients with hypothy- 
roidism tend to demonstrate extreme dryness of the skin, 
especially of the palms, soles, and axillas. Moles are fre- 
quent, and keratotic lesions of the soles and palms occur. 
In the lower extremities, dry, scaly lesions resembling 
ichthyosis are often observed. Ulcerations and infections 
that are slow in healing are common. The hair is coarse, 
dry, and brittle and sheds easily leaving patches of bald- 
ness. A significant loss of hair of the outer third of the eye- 
brow is highly suggestive of hypothyroidism, especially 
in children. Deformities and infections of the nails are 
common. The rate of nail growth is markedly reduced. 

A diagnostic feature of classical adrenal cortical hypo- 
function (Addison’s disease) is the characteristic pig- 
mentary deposits in the skin. An early manifestation con- 
sists of increased pigmentation about the knuckles and 
in the lines of the palm. A diffuse tan or an unusual num- 
ber of black freckles or moles may pass unnoticed. Hy- 
perpigmentation occurs chiefly over the extensor surfaces 
of the body, over pressure points (such as around the el- 
bows and knees), at the anogenital region, aver the are- 
ola surrounding the nipple, and in scars. Vitiligo is some- 
times present, and the skin surrounding the vitiliginous 
areas is often hyperpigmented. The hair also shows in- 
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creased pigmentation, and a yellowish discoloration of 
the nails has been observed in sonie patients. 

Acromegaly, associated with heart disease in over 
50% of patients, is recognizable at a glance in a fully 
developed syndrome. Thickening of the skin and soft 
tissues and enlargement of the bones of the hands, feet, 
and face produce a striking clinical picture. The head is 
large, the malar and supraorbital ridges are prominent, 
and there is a protuberance of the lower jaw. The lips 
and nostrils are thick. The hands and feet are large, gen- 
erally coarse and swollen. The fingers are blunt-pointed, 
giving rise to a drumstick deformity. Hypertrophy of the 
skin may lead to bizarre wrinkles in the scalp, causing 
cutis verticis gyrata.® The nails are thickened, flattened, 
and grooved. An abundance of freckles, moles, and frank 
hypertrichosis add to the disfiguration. 

Pheochromocytoma is now being recognized with in- 
creasing frequency. Multiple neurofibromatosis (Reck- 
linghausen’s disease) is associated with close to 5% of 
reported cases of pheochromocytoma.' Increased pig- 
mentation of the skin may be a feature in some patients. 
Arachnodactyly-like fingers, capable of hyperextension, 
have been observed in patients with pheochromocytoma. 
During acute hypertensive attacks patients with pheo- 
chromocytoma are anxious and demonstrate transient but 
marked vasomotor changes in the skin of the extremities, 
characterized by blueness, blanching, and sweating. 

In recent years an endocrine hypertensive syndrome 
has been described that should be differentiated from the 
more serious type of hypertension.’ A characteristic dis- 
tribution of obesity is found in this syndrome, the most 
striking of which is a large panniculus. A “buffalo hump” 
with a fat pad over the lower cervical vertebrae is similar 
to that seen in adrenal cortical hyperfunction (Cushing’s 
syndrome ). The forearms, feet, and ankles appear small, 
but there is considerable fat about the buttocks, thighs, 
thorax, and upper arms. Hirsutism ts common; a definite 
mustache and beard may appear. In some, baldness and 
scanty axillary hair have been observed. Ecchymosis of 
the skin is frequent, and acne is not unusual. 

A hypertensive diencephalic syndrome has been de- 
scribed, in which there are a variety of vasomotor skin 
changes associated with lability of blood pressure. Dur- 
ing an attack, the extremities are cold and clammy, later 
becoming pale, cyanotic, or mottled. Excessive sweating 
is common. In this disorder a characteristic transient, 
blotchy, erythematous rash develops over the upper chest 
and face. This rash, described as a “diencephalic blush,” 
resembles a histamine reaction and may be confused 
with rashes due to drugs or infection. Embarrassment 
or excitement precipitates an attack. According to 
Schroeder,'® most patients with neurogenic hypertension 
exhibit this syndrome in some form or other. 

Adrenal cortical hyperfunction, often associated with 
cardiac complications, is no longer considered a medical 
curiosity. In this disease changes in the skin are common. 
Typically, the face is moon shaped, the skin has a dusky 
hue, and the lips and fingernail beds appear cyanotic. 
Acne, alopecia, and hirsutism may be observed. Striae 
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develop over the lower abdomen, flanks, thighs, but- 
tocks, arms, and along the outer aspect of the breasts. 
These striae are violet in color and differ from those in 
normal individuals, in which there is an absence of color. 


METABOLIC DISORDERS 


Xanthomatosis, a hereditary disorder of lipid metabo- 
lism, is important to the cardiologist because of the high 
incidence of associated coronary artery disease. Cu- 
taneous xanthomas in the form of yellowish plaques, 
papules, nodules, and tumors occur over large joints, 
along the extensor surfaces of the elbows and knees, over 
the buttocks and trunk, along tendon sheaths, and in the 
palms and soles. The eyelids are commonly involved in 
the tuberous and disseminated form. 

A specific skin manifestation of diabetes mellitus is 
necrobiosis lipoidica diabeticorum. This consists of local- 
ized, sharply demarcated reddish plaques with yellowish 
atrophic centers; it is sometimes associated with telangi- 
ectasia. The lesions of necrobiosis lipoidica diabeticorum 
are located chiefly over the midtibial areas but occa- 
sionally may be found in the upper extremities. This skin 
disorder may antedate the onset of diabetes and vascular 
complications by many years. Gout is another metabolic 
disease of interest to the cardiologist, because it too has 
a high associated incidence of coronary artery disease. 
Tophi usually develop around joints and tendons, par- 
ticularly those of the hands and feet; a tophus of the ear 
is pathognomonic. Involvement of the olecranon and 
prepatellar bursae is common, and erythema and hyper- 
keratosis of the palms and soles have been observed in 
several cases of hyperuricemia. 

Hemochromatosis is a metabolic disorder character- 
ized by deposition of hemosiderin throughout the body, 
including the liver, pancreas, heart, and skin. The diag- 
nosis is easily missed; however, when the skin is in- 
volved, a distinctive type of pigmentation has been ob- 
served. The skin appears bronze-like or may be covered 
with irregular slate-blue blotches of pigmentation re- 
sembling patches of dirt. Cutaneous signs characteristi- 
cally associated with cirrhosis of the liver may also be 
present. Amyloid disease is another rare cause of heart 
failure. In close to 25% of patients with this disorder, 
deposits of amyloid may be demonstrated in the skin. 
These lesions consist of tiny, waxy, translucent, yellow- 
ish-brown plaques or nodules that resemble xanthomas 
or lesions of lichen planus. Patches of hyperpigmentation 
may surround these lesions. Amyloid deposits may begin 
on the eyelids, face, and lips. Pruritus is common, and 
painful fissures with thickening of the skin may develop. 

Porphyria is an extremely rare metabolic disorder, and 
patients suffering from it may be first directed to the 
cardiologist because of the frequent association of hyper- 
tension and renal disease. In the acute form hyperpig- 
mentation of the skin is the rule and may resemble the 
hyperpigmentation of adrenal cortical hypofunction. This 
hyperpigmentation is patchy in character and is some- 
times surrounded by areas of vitiligo. Ochronosis should 
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be added to the list of rare metabolic disorders capable 
of producing serious cardiovascular lesions. In this dis- 
order there is a bluish discoloration of the ear and nose 
cartilage and spotty pigmentation of the skin of the on. 
The ligaments of the hands and feet are discolored, and 
there is often an associated disfiguring osteoarthritis. The 
deposition of pigment in the blood vessels may accentuate 
an arteriosclerotic process, and involvement of the valves 
may lead to serious cardiac disability. 

A new syndrome, characterized by right-sided valvular 
heart disease without septal defects and associated with 
carcinoid of the small intestine with visceral metastases, 
has been described in which the earliest clinical manifes- 
tations are confined to the skin." In this syndrome there is 
a sudden flushing of the skin, later mingling with patches 
of cyanosis and white blotches. Initially there may be dif- 
fuse reddening of the face and neck, later spreading to the 
trunk and extremities. The skin manifestations are often 
transient, with varying intensity and localization. 


LIVER DISORDERS 

Liver disorders may have serious cardiovascular reper- 
cussions because of the intimate circulatory relationship 
of the liver and heart. Aside from jaundice, there are two 
cutaneous signs often associated with liver disease: spider 
angiomas and palmar erythema. Spider angioma or pul- 
sating vascular nevi occur chiefly over the upper half of 
the body. The reddening and warmth in palmar ery- 
thema is pronounced at the hypothenar eminences, fin- 
gertips, and foot pads. Clubbing of the fingers and toes 
and white nails have been observed in cirrhosis of the 
liver. Abdominal varices are visible in severe liver dis- 
ease. Because of the disturbance in the blood coagula- 
tion mechanism, petechiae, purpura, and ecchymosis 
may develop. Frank jaundice is not common in heart dis- 
ease. Slight degrees of jaundice, however, have been ob- 
served in advanced failure of the right side of the heart, 
tricuspid stenosis, and constrictive pericarditis. Jaundice 
also occurs in pulmonary embolism and infarction. An 
unusual form of icterus, a dirty yellowish or olive dis- 
coloration, has been described in tricuspid stenosis. This 
peculiar form of jaundice probably represents a combina- 
tion of cyanosis of long-standing and icterus. For some 
unknown reason the skin in the edematous areas of 
cardiac patients may not be jaundiced despite the pres- 
ence of icterus elsewhere.’ 


UREMIA 

Skin manifestations are frequent in uremia. Typically 
the skin presents a sickly yellowish appearance from the 
accumulation of urochrome. This discoloration com- 
bined with puffy eyelids closely simulates the appearance 
of pernicious anemia or myxedema. In long-standing 
uremia the skin is invariably dry, and, since pruritus is 
common, many excoriations and scratch marks make 
their appearance. Purpura is also common. Finally, the 
development of a urea frost is an ominous sign and indi- 
cates terminal uremia. 


NUTRITIONAL DEFICIENCIES 
A host of deficiency disorders may be encountered in 
patients with long-standing cardiac disorders. A pitiful 
state, often terminal, is profound emaciation resembling 
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cachexia caused by cancer. White cross striations in the 
nails of a patient suffering from coronary occlusion 
have been described.'! The pocking or stippling of the 
nails observed in many patients with rheumatic fever is 
undoubtedly on a nonspecific nutritional basis. The skin 
manifestations of vitamin deficiency states observed in 
heart disease are easily overlooked. Erythema, hyper- 
pigmentation, atrophy of the skin, and the development 
of a “pellagrous glove” are signs of niacin deficiency. In 
the wet type of beriberi, edema is a striking feature. It 
usually begins in the legs but may involve the whole 
body. Riboflavin deficiency is characterized by an angu- 
lar stomatitis with fissure formation in the corner of the 
mouth and lips. The skin around the alar cartilages of 
the nose, the eyes, and occasionally over the ears and 
malar prominences has a “‘sharkskin” appearance. A dry, 
hyperkeratotic skin is characteristic of vitamin A de- 

ficiency. In vitamin C deficiency there is a hemorrhagic 
’ tendency, petechial hemorrhages being frequent and pur- 
pura less common. Petechiae, purpura, and ecchymosis 
also occur in vitamin K and prothrombin deficiency 
states. 

COLLAGEN DISEASES 

The skin is frequently involved in the diffuse collagen 
diseases, which include disseminated lupus erythemato- 
sus, dermatomyositis, periarteritis nodosa, and sclero- 
derma. Disseminated lupus erythematosus is almost 
always associated with skin lesions. In close to 70% 
of the patients a bright red macular eruption is observed 
upon the exposed part of the face and the bridge of the 
nose and cheeks, producing the typical butterfly lesion. 
The erythematous rash is also found on the V-shaped ex- 
posed areas of the neck and upper chest. In a long- 
standing rash, minute scattered areas of telangiectasia 
may appear. During periods of remission the areas of 
erythema may be replaced by permanent maculas of 
brown pigmentation. Characteristic erythematous lesions 
also may appear on the ends of the fingers and toes, 
around the nail beds, on the thenar and hypothenar emi- 
nences, and on the soles and pads of the feet. Late in the 
disease petechial hemorrhages and purpura may develop 
anywhere on the skin. Joint deformities resembling rheu- 
matoid arthritis and the peripheral vascular manifesta- 
tions of Raynaud’s disease may exist. In dermatomyo- 
sitis a “dermatomyositis facies” characterized by a puffy, 
edematous appearance of the nose and cheeks with swell- 
ing of the eyelids and narrowing of the lid spaces has 
been described. The skin of the face may be wine-colored. 
This unusual type of edema eventually progresses and 
spreads throughout the body. Cutaneous eruptions of 
erythema multiforme or erythema nodosum have also 
been described. Peripheral vascular complications may 
predominate.” 

A high percentage of patients with periarteritis nodosa 
demonstrate at some time during the course of the ill- 
ness various types of cutaneous lesions and subcutaneous 
nodules. In addition to petechial hemorrhages, purpura, 
and localized areas of skin necrosis, urticaria and ery- 
thema-multiforme-like rashes have been described in 
periarteritis nodosa. Crops of painful nodules or papules 
are seen mainly on the extremities and trunk and usually 
follow the course of a superficial artery. Remissions and 
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exacerbations are common. The skin manifestations in 
scleroderma are unmistakable; the hard, waxy, pig- 
mented, wrinkleless appearance of the skin is simulated 
by no other condition. Patchy atrophy and contraction 
of the skin and subcutaneous tissues are characteristic. 
In the advanced stage, wrinkling of the forehead is dif- 
ficult (masked facies) and clenching of the fist impos- 
sible (clawhand). An associated Raynaud’s disease is 
common, and gangrene occurs late. Scleredema adul- 
torum (Buschke’s disease) is of special interest, because 
it may simulate and is often confused with scleroderma. 
However, scleredema adultorum is a benign disorder 
terminating in recovery, although it may last as long as 
one year. The onset is usually abrupt and follows an in- 
fection of the upper respiratory system. It is character- 
ized by a diffuse, nonpitting edema affecting the face, 
neck, and upper part of the chest. The feet or hands are 
rarely involved, thus differing from the more serious 
scleroderma. Pleural effusion, pericardial effusion, and 
hydrarthroses may develop in scleredema adultorum. 


RHEUMATIC FEVER 

Cutaneous eruptions occasionally develop in the 
course of rheumatic fever. The most typical rash is ery- 
thema marginatum, which occurs in about 15% of pa- 
tients with acute rheumatic fever. The rash starts as flat 
papules and spreads rapidly in a characteristic fashion. 
The center clears; the margins are sharply demarcated, 
raised, irregular in outline, and erythematous. These le- 
sions fuse and intersect, producing bizarre patterns, and 
are observed principally over the trunk and extremities. 
Other rashes such as urticaria, petechiae, purpura, and 
atypical forms of erythema multiforme also have been de- 
scribed in rheumatic fever but are unusual. Erythema 
nodosum is no longer considered a specific manifesta- 
tion of rheumatic fever. The subcutaneous skin nodule, 
an important rheumatic sign, is not strictly a skin mani- 
festation, since it occurs beneath the skin. The subcu- 
taneous nodule is painless and usually is no larger than 
the size of a pea. However, in rare instances a subcutane- 
ous nodule may be of sufficient size to be plainly visible. 
Subcutaneous nodules develop in crops and last from a 
few days to several weeks. They are apt to occur sym- 
metrically over bony prominences and over extensor 
tendons of the hands and feet. 


SHOULDER-HAND SYNDROME 

The shoulder-hand syndrome is a troublesome compli- 
cation of myocardial infarction. Trophic and vasomotor 
changes in the hands are often conspicuous in this dis- 
order. The skin in the early stage is pink or red; later, 
cyanotic or pale. As the condition progresses the involved 
hand appears smooth, cold, and glossy. Disturbances in 
the sweat mechanism are noted. In the advanced stage 
there is atrophy of bone, subcutaneous tissue, and mus- 
culature. Contracture of the flexor tendons of the hand 
is a late development. Involvement of the palmar and 
digital fascia leads to a characteristic deformity resem- 
bling the so-called Dupuytren contraction. ' 
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BERYLLOSIS AND SARCOIDOSIS 


In beryllosis a nodular skin eruption is frequently pres- 
ent, and in this disorder cor pulmonale is a common 
complication. Similarly, sarcoidosis may be camouflaged 
by a clinical picture of heart failure, as has been reported 
recently in diffuse interstitial pulmonary fibrosis.'* Skin 
eruptions in sarcoidosis are common. It is interesting to 
note that the cutaneous manifestations of sarcoidosis 
were the first to attract clinical attention.' The skin erup- 
tion in sarcoidosis usually takes the form of small, firm 
nodules, sometimes brown or bluish in color, appearing 
over the butterfly area of the face, arms, and back and 
over the interphalangeal joints of the hands. The skin 
may be thickened from a diffuse infiltration of the granu- 
lomatous process. Erythema nodosum, a nonspecific skin 
manifestation, has also been observed recently in some 
patients with sarcoidosis. 


INFECTIONS 

Almost any infectious disease is capable of causing a 
myocarditis, and many of these diseases are accompanied 
by a revealing rash. Before the widespread use of peni- 
cillin an acute erythematous rash followed by desquama- 
tion invariably indicated scarlet fever. Although skin in- 
volvement is rare in diphtheria, in the last war one of us 
(J. J. S.) encountered several cases of dermatological 
diphtheria, sometimes with tragic cardiac complications, 
that were misdiagnosed as “jungle rot.” Cardiovascular 
complications are common in syphilis. The skin mani- 
festations of syphilis are legion and often diagnostic. The 
edema of the face and eyelids observed in trichinosis may 
resemble nephritis. Cardiovascular complications in 
trichinosis occur and may be overlooked. A description of 
the many viral and rickettsial rashes and the interesting 
eruptions observed in exotic parasitic disorders capable 
of causing heart disease is encyclopedic in scope and 
would go far beyond the purpose of this paper. 


HERPES ZOSTER 


Mention should be made of herpes zoster, the mani- 
festations of which characteristically occur along the 
course of the segmental distribution of a nerve route. 
When the left side of the chest is involved, angina pec- 
toris may be simulated, particularly before the appear- 
ance of the rash. Papules and vesicles form on a tender, 
hyperemic skin, and disfiguring scars may develop. 


TOXIC AND DRUG SENSITIVITY REACTIONS 

The cardiologist is constantly on the lookout for toxic 
and drug sensitivity reactions, the earliest manifestations 
of which are frequently in the skin. Rashes are frequently 
encountered from the use of mercurial diuretics and 
serve as an important warning of impending danger.'® 
The sulfonamides and serum sickness have been impli- 
cated in periarteritis nodosa and obscure types of myo- 
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Fibrosis Camouflaged by Hypermetabolism and Cardiac Failure: Ante- 
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Med. 38: 1326, 1953. 
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15. Silverman, J. J., and Worthen, J. F.: Agranulocytosis in Patient 
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carditis. Acute interstitial myocarditis has been observed 
in patients with exfoliative dermatitis. Gynecomastia may 
complicate digitalis therapy. Quinidine sensitivity is not 
uncommon and may take the form of urticaria, erythema, 
or purpura. In recent years a lupus erythematosus-like 
picture has been observed with the use of hydralazine. 
A form of cyanosis that should not be confused with that 
occurring in heart failure results from excessive use of 
nitrates and acetanilid. Similarly, the abuse of silver- 
containing medicaments is capable of producing a bluish 
pigmentation of the skin (argyria) easily mistaken for 
cyanosis of heart failure. In carbon monoxide poisoning, 
on the other hand, there is a cherry-red appearance of 
the skin. Despite this deceptive healthy appearance, a 
serious anoxic state may exist and lead to serious cardiac 
damage. 
TRAUMA 
Certain traumatic conditions are of special interest to 
the cardiologist. Acute compression of the thorax with 
contusion of the heart may result from a crushing steer- 
ing-wheel accident. In this type of injury an unusual type 
of cyanosis characterized by a deep blue or bluish-black 
discoloration of the face, neck, and upper part of the 
chest may develop. This “ecchymotic mask” has also 
been observed from pressure of an aneurysm of the arch 
of the aorta. Fat emboli lodging in the lung may develop 
from fractures of the ribs and clavicles. Cerebral fat em- 
bolism is extremely serious. In this condition a charac- 
teristic dark red, petechial eruption of the skin has been 
noted.’ Petechiae diagnostic of cerebral fat embolism usu- 
ally appear on the third day after trauma but may become 
apparent within the first day. They are observed over the 
upper part of the chest, shoulders, arms, neck, mucous 
membranes, and, at times, only in the conjunctivas, 


DISSECTING ANEURYSM OF THE AORTA 
Dissecting aneurysm of the aorta is an elusive diag- 
nostic entity. An unusual diagnostic sign of dissecting 
aneurysm of the aorta is ecchymosis of the chest, ab- 
domen, or lumbar areas.‘ Similar to Cullen’s sign in in- 
traperitoneal hemorrhage, it indicates extravascular 
bleeding. The combination of sudden unexplained back 
pain, hematuria, and lumbar ecchymosis is pathogno- 
monic of retroperitoneal hemorrhage and strongly sug- 
gests dissection of the aorta. The superior vena caval 
syndrome may be a striking manifestation of dissecting 
aneurysm of the aorta; this is characterized by cyanosis 
and edema of the face, neck, and upper extremities, ac- 
companied by distended veins in these locations. 


PERIPHERAL VASCULAR DISORDERS 


In the routine examination of patients for peripheral 
vascular disease, a study of the skin of the extremities is 
extremely informative. Complicated equipment is rarely 
necessary. Pallor or rubor should be noted, both on ele- 
vation and on dependency. Pallor is a more or less con- 
stant finding in occlusion of a major artery, either from 
spasm or from organic changes. Signs of atrophy, sweat 
disturbances, evidence of infection, ulcerations, varicos- 
ities, and trophic changes in the nails and hair are ap- 
parent on inspection. It is surprising how often the diag- 
nosis of varicose veins is missed because the patient is not 
examined in the erect position. Obstructed varicose veins 
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may lead to a variety of skin manifestations. Edema, 
pigmentation, eczema, scars, ulcerations, and infections 
of the lower extremities may testify to a long-standing 
phlebitis. 

The skin manifestations of Raynaud’s syndrome are 
sufficiently distinctive to be diagnostic. During an acute 
attack the fingers (sometimes the toes, ears, and tip of the 
nose) take on a waxy, cold pallor or cyanosis, later ter- 
minating in an erythema. Gangrene or atrophic changes 
occur late. By way of contrast, erythromelalgia (eryther- 
malgia) is characterized by a diffuse, warm reddening 
of the extremities, resembling erysipelas. Both Ray- 
naud’s syndrome and erythromelalgia may exist as a pri- 
mary disorder or, more commonly, as a secondary mani- 
festation to a wide number of conditions, such as hyper- 
tension, diabetes mellitus, arteriosclerosis obliterans, and 
thromboangiitis obliterans.‘* An important cutaneous 
sign of thromboangiitis obliterans is a migrating phlebitis, 
often the only presenting symptom. This lesion is usu- 
ally characterized by a series of firm, red, tender nodules 
varying in size from a few millimeters to 2 in. in diameter. 
They almost invariably occur in the lower extremities 
along the course of a superficial vein and, if untreated, 
last approximately 10 to 14 days. The process may sub- 
side completely or occur in crops. 

A rare vascular tumor that may easily escape detec- 
tion is a glomangioma; these are usually solitary and are 
most frequently found beneath the fingernails. They ap- 
pear as a tiny bluish or reddish point and are character- 
ized by exGuisite pain and tenderness. 

Aneurysms of the brachial, axillary, innominate, or 
subclavian artery may lead to unilateral clubbing of the 
involved extremities. Similarly, unilateral clubbing may 
develop from a cirsoid aneurysm or an arteriovenous 
fistula, either congenital or acquired, and is often asso- 
ciated with increased growth of an entire extremity. 

A distinctive ischemfc ulcer of the leg occurring in the 
presence of hypertensive disease has been described. The 
ulcer is located superficially on the lateral surface of the 
ankle and ranges in size from 1 to 7 cm. in diameter. It 
usually has a purpuric base without a typical inflamma- 
tory exudate. These ulcers may be extremely painful. 


SICKLE CELL ANEMIA 


The recognition of sickle cell anemia is of importance 
to the cardiologist not only because of the marked throm- 
botic tendency in this disorder but also because it is fre- 
quently mistaken for rheumatic fever. It has been es- 
timated that approximately 30 to 50% of all persons 
with sickle cell anemia demonstrate ulcerations of the 
leg at some time during their lives.’* These ulcerations, 
usually located over the malleoli of the lower extremities, 
are invariably chronic in nature and are almost always 
infected. In severe sickle cell anemia of long-standing a 
characteristic tall, lean habitus has been described. Atro- 
phy of the external genitals and scanty facial hair may 
be observed. 

HEART FAILURE AND SHOCK 

In congestive heart failure a number of changes may 
be observed in the skin. The skin is invariably cold, the 
superficial veins engorged, and the fingernail beds cy- 
anotic. In high output failure, however, the skin may be 
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warm and flushed. Hyperpigmentation of the skin has 
been noted in long-standing heart failure; this pigment 
is hemosiderin. In pericardial tamponade with shock an 
intense cyanosis resulting from venous pooling has been 
observed in the hands and feet. This degree of cyanosis 
is out of proportion to cyanosis elsewhere in the body. 

Clinically, the skin is admirably suited for studying 
the dynamics of peripheral failure. As a clinical guide for 
detecting shock it is unsurpassed; it may yield more in- 
formation of impending shock than the pulse or blood 
pressure. Thus, the abrupt appearance of a cold, cyanotic, 
moist skin during the course of an illness is dramatic evi- 
dence of peripheral circulatory failure. The reappearance 
of a warm, pink, dry skin in such a patient is indeed a 
welcome clinical sign and heralds recovery from shock. 


SUMMARY 

Despite the many technical advances in modern med- 
icine, physical examination still plays a dominant part 
in the study and management of patients suffering from 
cardiac disorders. The complexities of practice should 
not detract from the importance of first looking at a pa- 
tient from head to foot before proceeding with any special 
test. There are times when the eyes may yield more in- 
formation than the stethoscope or the electrocardiogram. 
An extraordinary amount of clinical information is avail- 
able to the cardiologist from an examination of the skin. 
To be complete, a cardiovascular survey should always 
include such a careful study. 
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Penicillin from a Cantaloupe in Peoria.—At first, all the penicil- 
lin was made in exactly the same way that it had been done at 
Oxford. The same strain of mould was used that had contami- 
nated my culture plate in London in 1928. It was grown in a 
simple medium consisting of a few mineral salts, some sugar and 
yeast extract. It was grown by planting the mould spores on 
the surface of a shallow layer of fluid in multitudes of bottles, 
and after about 2 weeks’ growth the optimum yield of penicillin 
was extracted from the fluid. Soon, however, improvements were 
introduced. The culture medium was improved by the addition 
of “Corn Steep Liquor” and other things so that the same mould 
produced much more penicillin in the same time. Then an in- 
tensive search was made for another mould which would give a 
better yield, but this search failed while penicillin was made by 
surface culture in bottles. However, when another method of 
growth, which I shall allude to later, was mtroduced, better 
moulds were found and the most notable one was isolated from 
a cantaloupe in Peoria. This gave a much better yield of penicil- 
lin and still better mutants of this strain were obtained by 
selection and by treatment with x-rays and ultraviolet light. 

Then the method of growth was enormously improved. Al- 
though the mould does not like growing the depths of a fluid, 
methods were devised for agitating the fluid in a tank and furnish- 
ing a large supply of sterile air when it was found that the 
mould grew well and produced more penicillin. By all these 
improvements, new culture medium, new mould and new 
methods of culture, the crude fermentation liquor now contains 
over 1,000 times as much penicillin as we obtained in the begin- 
ning and that in about a quarter of the time. This has resulted 
in penicillin becoming very cheap and I am told that the manu- 
facturer now gets less for the dose of penicillin he puts in a 
bottle than it costs him for the bottle and the rubber cap.—Sir 
Alexander Fleming, The Story of Penicillin. Bulletin of George- 
town University Medical Center, March, 1955. 


58 


828 MEGARECTUM—WITKOWSKI ET AL, 


CLINICAL NOTES 


MEGARECTUM—A CLINICAL SIGN 


Leon J. Witkowski, M.D. 
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Few clinical conditions create greater interest than 
acute intestinal obstruction. With therapeutic progress 
mortality rates in this condition have shown improve- 
ment, but diagnostic delay is still our principal cause of 
death. Acute malignant obstruction of the large intestine 
is still accompanied by a 20 to 30% mortality.’ This high 
mortality is almost always due to delay in proper treat- 
ment. The onset of large intestine obstruction is less 
spectacular than that of the small intestine. There is less 
pain, vomiting is delayed, and the earlier symptoms leave 
the physician unimpressed. Wangensteen * has empha- 
sized the need for earlier recognition. He has stressed the 


A, barium study of obstructive carcinoma of rectosigmoid junction. 
Note dilated rectal ampulla. On rectal examination one had to search 
for the lateral rectal walls. B, obstructive carcinoma of sigmoid ex- 
hibiting rectal dilatation radiologically and on digital palpation. 


dangers of a competent ileocecal valve that creates a 
closed loop obstruction. The thin-walled colon distends 
quickly toward necrotic perforation. 

For some years, we have noticed that patients with an 
obstructive lesion of the sigmoid or rectosigmoid colon 
may have an associated marked dilatation of the rectal 
ampulla. We have repeatedly encountered this finding 
and have discussed this phenomenon with members of 
the house staff. The normal rectal ampulla is not dis- 
tended. On digital examination, the entire rectal wall is 
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easily palpated as one’s finger passes the anal sphincter. 
When in the patient with abdominal illness one gains the 
impression that there is marked rectal dilatation, an ob- 
structive lesion of the descending colon should be sus- 
pected. Two patients (see figure) suffering from ob- 
struction of the descending colon exhibited this sign so 
remarkably that we could not help suspect that megarec- 
tum may be a valuable diagnostic sign. We discussed this 
finding with members of the staff of our x-ray depart- 
ment, one of whom stated that he had often wondered 
about the cause of rectal dilatation when associated with 
a proximal obstructive lesion. 

A survey of the literature revealed one pertinent state- 
ment. In 1936, Barclay * stated, “A much dilated rectal 
ampulla very strongly suggests a growth low down in the 
sigmoid. Why the rectum should be dilated below the 
growth is not known but it is a valuable sign because the 
lesion is often in a position in which its shadow is diffi- 
cult to define.” If megarectum does occur in association 
with an obstructive lesion low in the descending colon, 
one would like to physiologically explain its develop- 
ment. We know that the contractile phase of the de- 
scending colon including the rectum is governed by the 
pelvic nerve and its connections with Auerbach’s plexus. 
An intriguing explanation would be that an invasive le- 
sion involving the submucosa locally destroys Auerbach’s 
plexus, allowing an unbalanced inhibitory action of the 
sympathetics. This thought has one major fallacy. In true 
Hirschsprung’s disease (congenital megacolon) the rec- 
tum is not dilated. 

Miller and Winfield * have most recently emphasized 
the need for earlier diagnosis of obstructive colon lesions. 
Since the majority of these are located in the low sigmoid 
and rectosigmoid area, the finding of a markedly dilated 
rectal ampulla may be an aid to earlier recognition. 
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Misuse of Mental Tests.—The uncritical use of mental tests has 

unfortunately served to perpetuate some of the worst miscon- 
ceptions of the nature of mental retardation, particularly in the 
case of the milder retardates or borderline groups. If we keep 
in mind the fact that all mental tests are tests of performance, 
and that performance at any given age is the result of both 
innate capacity and of previous training opportunities, it is clear 
why certain socially deprived groups who tend to score low on 
the I. Q. tests have often been falsely regarded as biologically 
defective. This is strikingly illustrated by the data accumulated 
during World War II when army rejections for so-called “mental 
deficiency” hit the Negro population out of all proportion to 
their numbers, with nearly half of all rejections involving 
Negroes, and with a rejection rate per 1,000 over six times as 
high among Negroes as among whites. At the same time this re- 
jection rate, state by state, closely paralleled the per capita ex- 
penditure for education, so that northern Negroes in some areas 
had a lower incidence of mental deficiency rejection than the 
whites in some southern regions. The situation can be duplicated 
in many other social groups, so that native Indian, Mexican- 
American, Negro, Puerto Rican, foreign-born, or simply poor 
sections of our population tend to do poorly with our I. Q. 
tests. They thus comprise a disproportionately large element in 
our institutions for mental defectives and in the special classes 
for the mentally retarded, and comprise a disproportionately 
small element in our special facilities for so-called intellectually 
gifted children or in our higher institutions of learning.—J. 
Wortis, M.D., Mental Retardation as a Public Health Problem, 
American Journal of Public Health, May, 1955. 
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PRESENT STATUS OF THE TREATMENT 
OF TUBERCULOSIS IN MAN 


Donald S. King, M.D., Hanover, N. H. 


This report is the sixth in a series 1 by the Veterans Adminis- 
tration-Army-Navy group that has been studying the chemo- 
therapy of tuberculosis since 1946. The potential values of such 
a cooperative study are obvious. By adopting and following 
uniform, procedures, it becomes possible to collect with relative 
speed large amounts of data that are necessary to reach con- 
clusions in such a chronic and protean disease as tuberculosis. 
One of the vital features of this study is the annual conference, 
which is attended by the investigators, invited consultants, and 
an increasingly large group of phthisiologists from both the 
United States and abroad. 

The present report will be confined largely to the events of 
the most recent conference.? It is directed primarily toward the 
general practitioner, into whose hands the care of more and 
more tuberculous patients is falling, rather than toward spe- 
cialists in tuberculosis; however, it should be remembered that 
in almost every case there should be a preliminary period of at 
least four months of sanatorium care and education. The report 
will not enter into discussion of the nuances and the many 
arguments that still persist but will summarize the consensus 
of the conferees, with emphasis upon matters of clinical im- 
portance. As more and more antituberculosis drugs have become 
available since the advent of streptomycin in 1946, the basis of 
the study has naturally been broadened and has even extended 
into the evaluation of treatment other than chemotherapy. 


THREE BASIC REGIMENS 


Study was begun in 1952 of the comparative effectiveness of 
the three most important regimens in current use: streptomycin 
plus p-aminosalicylic acid, isoniazid plus p-aminosalicylic acid, 
and streptomycin plus isoniazid. This investigation now includes 
350 patients who have had treatment for 12 months or more 
and 2,200 who have had treatment for 4 months or more. The 
three regimens were found to give almost equally effective 
therapeutic benefit, with the combination of streptomycin and 
p-aminosalicylic acid slightly less effective in the most advanced 
disease and the other two being approximately equivalent. This 
lends force to the argument of those who object to starting 
treatment with the combination of streptomycin and isoniazid 
because such a plan uses the two most potent drugs at the start 
instead of saving one for future use if that becomes necessary. 
It is clear, however, that the combination of isoniazid and 
p-aminosalicylic acid is at least the equivalent of strepto- 
mycin and p-aminosalicylic acid and probably is slightly superior. 
Some evidence is available that administration of streptomycin 
and isoniazid, both given daily, is more efficacious than strepto- 
mycin given twice a week and isoniazid daily. 
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p-Aminosalicylic acid is upsetting to many gastrointestinal 
tracts; in spite of this, either streptomycin plus p-aminosalicylic 
acid or isoniazid plus p-aminosalicylic acid may well be used 
initially, with streptomycin and isoniazid being held in reserve 
for those patients who are unable to tolerate p-aminosalicylic 
acid. Proponents of isoniazid plus p-aminosalicylic acid point to 
the fact that both drugs can be given orally, whereas strepto- 
mycin must be administered parentera!'~, 

Dosage.—One gram of streptomycin is given intramuscularly 
in a single injection. p-Aminosalicylic acid is administered orally, 
usually in a dosage of 4 gm. of the acid (approximately 5 gm. 
of the sodium salt) three times a day. A number of other salts 
and combinations of p-aminosalicylic acid designed to decrease 
gastrointestinal irritation have recently been placed on the 
market, but none has won general acceptance. The customary 
daily dosage of isoniazid is 300 mg. per day, although there are 
advocates of both lower and higher doses. 

The recent trend has been strongly toward long courses of 
treatment. Although 12 months of chemotherapy is regarded as 
an absolute minimum, 18 to 24 months is advised, particularly 
in the more advanced cases of pulmonary disease. In meningeal 
or genitourinary tuberculosis the longer courses are preferred. 

Cultures and Drug Resistance.—Tubercle bacilli were still 
found on culture in approximately 10% of the patients who were 
treated for 12 months. These bacilli had usually lost, to a con- 
siderable extent, their susceptibility to the drugs that were 
employed. 

Three Drugs Combined.—It is the general opinion that two- 
drug combinations are as good as the three-drug combination, 
streptomycin plus isoniazid plus p-aminosalicylic acid. Many 
investigators prefer to give the three drugs to seriously ill patients, 
at least at the start of treatment, and in tuberculous meningitis 
three-drug treatment is the rule. 

Isoniazid Alone.—Within a few months after the introduction 
of isoniazid, it was found that when it was used without other 
chemotherapeutic agents, tubercle bacilli rapidly lost their sus- 
ceptibility to it. Its use in this fashion was therefore stopped, 
except in the areas of the world where combined drug therapy 
is impossible. There is no doubt as to the loss of susceptibility, 
but recently doubt has arisen among competent bacteriologists 
and clinicians whether this loss, demonstrable in vitro, has the 
same clinical significance as it does for streptomycin. It was 
suggested that patients with resistant bacilli might profit by a 
continuation of isoniazid therapy, particularly in the presence 
of minimal disease. In general, however, and pending further 
clarification, it is not advised that isoniazid be given alone. As 
is true with streptomycin, it would seem that a certain number 
of patients have tubercle bacilli that are resistant to isoniazid 
prior to known administration of the drug. 


OTHER FORMS OF THERAPY 


Surgical Resection —Consolidated surgical tables presented 
at the conference indicated that 3,840 resections were performed 
in Veterans Administration hospitals during the past three years, 
1,132 of them in the last year. Since 1953 the incidence of 
pneumonectomies dropped from 11 to 5%, lobectomies from 
41 to 36%, while segmental resections increased from 48 to 
59%. The period of preoperative chemotherapy exceeded three 
months in 75% of the cases. Six months of postoperative chemo- 
therapy is now recommended by the surgical committee. Opera- 
tions for upper lobe cavities rose in two years from 23 to 40%; 
the incidence of thoracoplasty repair dropped from 15 to 8% 
during the same period. The sputum was converted to negative 
in 77% of the pneumonectomies, 93% of the lobectomies, and 
92% of the segmental resections after five to eight months of 
postoperative observation. 


Postoperative Complications: In 58 pneumonectomies, fistu- 
las occurred in 14%, empyema in 21%, and spreads in 3%. In 
412 lobectomies, fistulas developed in 6%, empyema in 5%, 
and spreads in 1%. In 514 segmental resections, fistulas de- 
veloped in 7%, empyema in 4%, and spreads in 1%. The 
mortality rate over a period of three years was 13% with pneu- 
monectomy and 5% in lobectomy; in the past year, the mor- 
tality rate was 1% in 514 segmental resections. 
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Chemotherapy and Resection of Closed Lesions.—One Veter- 
ans Administration hospital (Sunmount) reported again on ex- 
perience with a pilot study involving resection of closed necrotic 
lesions after prolonged chemotherapy. Sixty lesions were resected 
and 54 were not. Relapses occurred in two patients in each 
group, indicating that, in this type of lesion at any rate, the 
value of resection is doubtful. 

Bacteriology of Resected Specimens: For a number of years 
there has been disagreement as to whether the tubercle bacilli 
that are found by microscopic examination of smears from sur- 
gically resected residual lesions of patients who have had pro- 
longed chemotherapy are alive, dead, or merely “asleep.” It is 
now apparent that in the past it has been too frequently assumed 
that the bacilli are dead if they fail to grow on the routine 
mediums in six weeks’ time. Prolonged culture by special tech- 
niques may give positive findings even in patients who have 
received treatment for more than a year. The clinical sig- 
nificance of such laboratory results, however, is still under 
discussion. 

In the series of cases reported at the conference, 9% of the 
patients who were given | gm. of streptomycin daily with 
p-aminosalicylic acid still had positive cultures. The majority of 
these were patients with “open cavities.” In view of the persisting 
uncertainties, it is recommended that drug treatment be con- 
tinued for 6 to 12 months after the clinical picture and the roent- 
genogram have become “stable.” An additional bacteriological 
finding is of importance. Fitzsimons Army Hospital reported that 
50% positive cultures were obtained from the perihilar lymph 
nodes of 103 resected specimens. 

Pyrazinamide.—Interest in pyrazinamide continues, although 
its possible toxic effect on the liver is recognized. A dosage of 
3 gm. per day usually is employed. Because of the early develop- 
ment of clinical resistance, if the drug is given alone, a com- 
bination of pyrazinamide and isoniazid is presently advised. 
Tubercle bacilli will usually disappear completely from the tissues 
of experimentally infected animals treated for four months with 
much larger doses of the two drugs. 

More than 300 patients are being treated in Veterans Ad- 
ministration hospitals, but only a small number have received 
this drug for more than four months. Abnormal liver function 
tests were reported in 14% of the patients and jaundice in 1 to 
3%. The toxic effects may appear as late as six months after 
the start of treatment. In the Veterans Administration studies 
no deaths have been attributed to pyrazinamide, but five deaths 
have been reported elsewhere. 

D-4-A mino-3-lsoxyazolidone.—There is much interest in D-4- 
amino-3-isoxyazolidone (referred to in the literature as cyclo- 
serine and as oxamycin), newest of antituberculosis drugs, al- 
though only meager data are available. The Food and Drug 
Administration reports that high blood and urine concentrations 
are easily obtained and that the drug appears quickly in pleural 
and spinal fluids. The laboratory growth of tubercle bacilli re- 
sistant to either streptomycin or isoniazid is inhibited by D-4- 
amino-3-isoxyazolidone. 

Epstein reported on 37 patients treated at the Metropolitan 
Hospital who had shown clinical and x-ray improvement. These 
patients had been treated for less than four months, but the 
sputum of 76% had become negative by smear in this time. 
Epileptic seizures occurred in two patients (one was a previously 
known epileptic) and psychosis in two others. Skin eruptions 
necessitated discontinuance of the drug in three patients. The 
Veterans Administration has arranged a pilot study of the thera- 
peutic efficacy of this new drug. 

Pneumoperitoneum.—The therapeutic value of pneumoperi- 
toneum has been almost as hotly debated as was the subject of 
pneumothorax, now largely abandoned, several years ago. A 
pilot study in which nine hospitals have participated was there- 
fore formulated. According to the protocol, after less than two 
months of chemotherapy, patients were arbitrarily divided into 
two groups, one of which continued to receive chemotherapy 
alone (42 cases) and the other of which received pneumoperi- 
toneum and continued chemotherapy (46 cases). There was no 
distinct difference in therapeutic resulis between these two small 
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groups; however, one hospital (Oteen) did not relinquish its 
advocacy of pneumoperitoneum. 

Rest Therapy.—Bed rest has been the cornerstone of anti- 
tuberculosis therapy for more than half a century. Within the 
past 10 years, since the advent of successful chemotherapy, there 
has been increasing doubt as to the necessity of bed rest so 
complete, for example, as to include the use of bed pans. The 
conferees readily agreed to the desirability of bed rest during 
the early months of therapy, but the degree and duration of this 
rest was a matter of divergence of opinion among the members, 
as it is throughout the country. The importance of a controlled 
study on the subject has been obvious for several years. An 
attempt to conduct such a study within Veterans Administration 
hospitals has proved to be impracticable, but plans to under- 
take the task at Fitzsimons Army Hospital are underway. 


RESULTS OF THERAPY IN SPECIFIC TYPES OF TUBERCULOSIS 


Genitourinary Tuberculosis.—In a general discussion of tuber- 
culosis of the genitourinary tract it was indicated that, since the 
introduction of streptomycin, there had been an 80% drop in 
mortality as well as a drop in morbidity. Although isoniazid 
plus p-aminosalicylic acid therapy will be substituted for the 
triple drug regimen as routine therapy during the coming year, 
the opinion was expressed that the latter regimen should be 
retained for especially serious cases or for those patients who 
have relapsed, that treatment should be continued for 12 to 18 
months, and that patients should be kept in bed during this 
period. It is hoped that with such medical treatment conversion 
of urine will approximate 100° and that surgery will seldom 
be necessary. 

Skeletal Tuberculosis —Chemotherapy has completely changed 
the outlook for patients suffering from tuberculosis of the bones 
and joints. Chapman reported that, before the use of drugs, 
55% of 369 patients died from tuberculosis; the deaths were 
usually caused by pulmonary tuberculosis, which is present in 
at least 50% of the cases. With chemotherapy, he reported 
deaths in only 19% of 262 cases. It should be emphasized that 
these two series are not contemporary with each other. 

Miliary and Meningeal Tuberculosis—To those who remem- 
ber so well the 100% mortality rate from tuberculous meningitis 
in the days before streptomycin was available, Dr. Edith Lin- 
coln’s recent reports on the chemotherapy of tuberculous menin- 
gitis in children are conclusive proof of the extraordinary value 
of chemotherapy. In the last 69 consecutive cases that she has 
treated, 48 patients have survived. This does not mean that these 
children are necessarily well, because complications such as 
hydrocephalus occur; but the mere fact that they are still living 
is remarkable, and many patients with proved tuberculous menin- 
gitis, particularly those who received prompt treatment, are 
apparently normal today. 

Another astounding fact reported at the conference was that, 
since the addition of isoniazid to the regimen of streptomycin 
and p-aminosalicylic acid, the combined experience from the 
Veterans Administration hospitals showed that 95% of 60 
patients with miliary tuberculosis and 80% of 59 patients with 
meningeal tuberculosis survived for 18 months. It was reported 
also that no case of meningitis developed following miliary 
disease treated with isoniazid in combination with other drugs. 


SOME SPECIAL PROBLEMS 


Tuberculosis in Childhood.—-In infants with positive tuber- 
culin tests and roentgenograms consistent with active tuber- 
culosis, prolonged chemotherapy is obviously indicated. In 
children with positive tuberculin tests and abnormal roentgeno- 
grams, showing what has been called the “benign primary com- 
plex of childhood,” the decision is not so easy. In these cases 
a real danger exists of the development of meningitis at an early 
age or the development of the “adult type” of active, pulmonary 
tuberculosis during adolescence or in the 20's. The argument 
for chemotherapy in these cases is therefore strong. There is 
less certainty about treating all children whose tuberculin skin 
test changes from negative to positive, with no accompanying 
change in their roentgenogram. 
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Pleurisy with Effusion.—Since 1946, 336 patients with idio- 
pathic pleurisy with effusion (in the absence of known pre- 
existing parenchymal disease) have been reported by Veterans 
Administration hospitals; 174 of them have been treated with 
chemotherapy in addition to bed rest, the remaining 162 with bed 
rest alone. The series may be criticized because the patients to 
receive chemotherapy were not selected at random. Also, 50% 
of the patients were under 30 years of age and 15% over 50 
years. Nevertheless, the incidence of pulmonary complications 
was only 7% in patients who were receiving chemotherapy and 
20% in those who were not. 

Tuberculosis in Psychotics—The search for active cases of 
pulmonary tuberculosis among patients in neuropsychiatric hos- 
pitals is a comparatively recent development but one of extreme 
importance. The first roentgenogram survey of all patients and 
employees of such a hospital will usually show a surprising 
number of persons with active cases who are spreading the dis- 
ease. When all the active cases are found and segregated, the 
number of new cases that develop is surprisingly small, but an 
annual roentgenogram survey of all patients and personnel is 
imperative. 

Tuberculosis in Veterans Administration Population.—Besides 
the routine roentgenogram survey of Veterans Administration 
employees, an exceptionally careful study of the mortality and 
morbidity of tuberculosis has been made in the entire veteran 
population. In 1954, 990,575 roentgenographic examinations 
were made. In 1949, about 4,600 new active cases were found. 
The number of new cases declined until 1952 when it was about 
2,000; it has not diminished further since that time. The tuber- 
culosis problem of the Veterans Administration is therefore far 
from solved. The death rate from pulmonary tuberculosis was 
19.8% of the total number of tuberculosis patients discharged 
during 1945, and only 7.5% of those discharged in 1953. This 
does not necessarily mean that the rate of cure of tuberculosis 
has been increased to this extent; it may simply mean that 
tuberculous patients receiving chemotherapy will live longer 
and yet eventually die from their disease. 


SUMMARY 

Undoubtedly the life expectancy of tuberculous patients has 
been extended since the introduction of effective chemothera- 
peutic antituberculosis agents in 1946; nor is there any reason- 
able doubt of a cause and effect relationship between the two. 
The Veterans Administration-Army-Navy study has been a co- 
operative effort to determine the best methods for utilizing 
existing drugs and of evaluating new drugs for tuberculosis as 
they have made their successive appearance. The present report 
is intended to summarize the views of the participants in this 
study regarding the current status of this important subject. 


REPORT TO THE COUNCIL 


The Council has authorized publication of the following report 
from the Committee on Toxicology. 


R. T. StoRMONT, M.D., Secretary. 


The following report, originated by the committee on accident 
prevention of the American Academy of Pediatrics, has been 
adopted by the Committee on Toxicology. This joint statement 
is intended to emphasize the danger of salicylate poisoning 
among preschool-age children. 

BERNARD E. CONLEY, Secretary, 
Committee on Toxicology. 


PRECAUTIONS REGARDING SALICYLATES, 
INCLUDING ASPIRIN 


Accidental ingestion or therapeutic overdosage causing sali- 
cylate poisoning is an important hazard to children under 5 years 
of age. Methyl salicylate (oil of wintergreen) and aspirin are 
forms of salicylates most often involved in childhood poison- 
ings. Salicylate compounds are known to have caused 113 deaths 
in the United States in 1952. Of these deaths, 86 occurred in 
children under 5 years of age. Twenty-one of these deaths were 
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caused by methyl! salicylate, 41 by aspirin; in the remainder, in 
most cases, the type of salicylate was not specified. Reports of 
poisonings observed in private practice by pediatricians indicate 
that aspirin is most frequently responsible. Aspirin poisoning 
is the most common cause of acute poisoning treated by the 
participating hospitals in the Chicago Poison Control Program. 

The frequency with which aspirin is involved in childhood 
poisoning calls for preventive measures. The public believes that 
aspirin is harmless; therefore, the drug is likely to be left where 
small children may have access to it. Aspirin—alone or in 
combination—is probably the most common medicament found 
in households. Of all drugs, it is possibly the most frequently 
used for self-medication. With the development of attractively 
flavored infants’ and children’s aspirin, the temptation for young 
children to ingest this candy-like medicament has been increased. 
Of the 84 cases of aspirin poisoning in the first 500 poisoning 
cases reported to the Chicago Poison Control Program, 73 were 
caused by ingestion of flavored aspirin. 

The foregoing factors, together with evidence that some cases 
of aspirin poisoning in children have resulted from therapeutic 
overdosage, led the members of the two committees * to issue 
the following initial recommendations: 1. The labels of all 
bottles and packages containing salicylate compounds should 
bear a clearly visible warning. The warning should state, “Put 
in a safe place,” “Keep out of the reach of children,” or similar 
advice. In addition, the label and instruction for use should state, 
“Consult your physician on dosage for children under 3 years 
of age.” 2. The number of tablets in each container of aromatic 
or sweetened infants’ or children’s aspirin should be limited 
so that the total content is approximately 25 grains (1.6 gm.J 
of acetylsalicylic acid. 3. Salicylates should be packaged to make 
accidental access more difficult, e. g., individual wrapping in 
metal or plastic foil or type of closure that cannot be removed 
by a child, preferably a top that automatically closes. 

The cooperation of all manufacturers and distributors of sali- 
cylates is requested to implement these recommendations. Official 
and voluntary agencies having access to homes are urged to 
advise families, especially where there are young children, to 
use caution in handling salicylate compounds, particularly 
aspirin. 

On Feb. 14, 1955, an advisory panel including representatives 
of industry, medicine, and pharmacy was assembled in Washing- 
ton by the Food and Drug Administration to review the problem 
of salicylate poisoning in children. They considered the above 
recommendations and adopted the following statement: 1. The 
labels of all bottles and packages of salicylate-containing prep- 
arations should bear the following minimum statement, clearly 
visible and in boldface type: “WARNING: Keep out of the reach 
of children.” 2. In lieu of specific dosage recommendations for 
children under 3, salicylate-containing preparations for oral use 
should bear the following label: “For children under 3 consult 
your physician.” 3. This group believes that dosage forms of 
several strengths of children’s aspirin are undesirable and looks 
with favor on concentration by manufacturers, wherever pos- 
sible, on a standard strength of children’s aspirin of 144 grains 
(SO mg.) per dosage unit. 4. This group looks with favor on 
manufacturers not increasing their present maximum amounts 
of children’s flavored aspirin per package unit and encourages 
seeking development of a safety closure and container. 5. This 
group looks with favor on wider and more effective use of edu- 
cational means to inform physicians, pharmacists, and consumers 
of the hazards involved in accidental ingestion of salicylate- 
containing preparations, 


* Committee on Toxicology of the Council on Pharmacy and Chem- 
istry: Torald Sollmann, M.D., Chairman, Cleveland; Jay M. Arena, M.D., 
Durham, N. C.; Harvey B. Haag, M.D., Richmond, Va.; Irvin Kerlan, 
M.D., and Arnold J. Lehman, M.D., Washington, D. C.; Edward Press, 
M.D., and Jerome Trichter, New York; Justus C. Ward, M.Sc., Wash- 
ingion, D. C.; and Bernard E. Conley, S8.M., Secretary, Chicago. 

Committee on Accident Prevention of the American Academy of 
Pediatrics: George M. Wheatley, M.D., Chairman, New York; Ernest E. 
Arnheim, M.D., New York; George Bates, M.D., San Prancisco; Russell 
Bond, M.D., Wheeling, W. Va.; Harry F. Dietrich, M.D., Beverly Hills, 
Calit.; Fontaine S. Hill, M.D., Denver; Robert H. Kotte, M.D., Cincinnati; 
Donald D. Posson, M.D., Rochester, N. Y.; Edward Press, M.D., New 
York; George W. Starbuck, M.D., New Bedford, Mass.; and Edward T. 
Wakeman, M.D., New Haven, Conn. 
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PROGRESS IN TUBERCULOSIS THERAPY 
GUEST EDITORIAL 


H. Corwin Hinshaw, M.D. 


Streptomycin was proposed for clinical use in tubercu- 
losis just 10 years ago. During this decade at least four 
additional antituberculosis drugs have become estab- 
lished. The orderly manner in which knowledge has de- 
veloped in this field can be attributed to unprecedented 
cooperative clinical research methods. The largest and 
most productive project in the United States has been 
that of the Veterans Administration, Army, and Navy; 
the latest of the series of reports of this group to the 
Council on Pharmacy and Chemistry of the American 
Medical Association appears in this issue of THE 
JOURNAL (page 829). During these 10 years a 75% 
reduction in deaths from tuberculosis has been accom- 
plished in the United States. Much of this reduction is 
attributed to improved therapeutic methods, a fact that 
can be demonstrated readily in the tuberculosis wards 
of any hospital. Specific drug therapy and pulmonary 
resection—the latter a product of the drug era—not only 
have prevented death but have shortened the period of 
disability in the average case. The duration of necessary 
hospital stay has been reduced by 50% in some institu- 
tions, with resulting diminished need for beds—a sub- 
stantial economic gain. Meanwhile there has been only 
slight reduction in the prevalence of known active cases 
of tuberculosis. 


The need for prolonged medical treatment, one or 
two years in the average case, has now been established. 
The latter half of the treatment period can often be car- 
ried out while the patient is active and working—another 
economic and social gain. Ambulatory treatment from 
the beginning is not recommended by most authorities, 


1. Friedman, A. P., and von Storch, T. J. C.: Studies on Vascular 
Headache: 1000 Cases of Migraine and Tension Headache, South. M. J. 
46: 1127-1132 (Nov.) 1953. 

2. Peters, G. A.: Symposium on Migraine: Migraine: Diagnosis and 
Treatment with Emphasis on Migraine-Tension Headache, Provocative 
Tests and Use of Rectal Suppositories, Proc. Staff Meet., Mayo Clin. 28: 
673-686 (Dec. 2) 1953. 

3. Casper, M.: Migraine—To Date, J. Indiana M. A. 46: 1261-1263 
(Dec.) 1953. 


J.A.M.LA., July 9, 1955 


and such attempts have sometimes resulted in disaster. 
As more drugs become available, there is less need to 
“save a potent drug” for later use, and therapeutic 
strategy may call for simultaneous use of multiple weap- 
ons in an all-out struggle to eradicate the disease. Col- 
lapse therapy is less important than previously but ap- 
pears to be crucial in some cases prior to resection, after 
resection, or as a substitute for resection. Modern treat- 
ment has not simplified the management of tuberculosis. 
There is need for clinical judgment and experience in 
applying established principles to the needs of individual 
patients with this protean disease. This is especially true 
of the many types of extrapulmonary tuberculosis, most 
of which are susceptible to the chemotherapeutic ap- 
proach. 


Although much has been accomplished, many tasks 
lic ahead. Recently developed drugs are incompletely 
evaluated. The neurotoxicity of isoniazid requires more 
study. The pathogenicity of drug-resistant bacilli is not 
established. The possibility of complete sterilization of 
chronic lesions by prolonged use of the most potent drugs 
must be explored fully. The possible benefit of treating 
inactive tuberculosis and the possible need for treatment 
of disease manifested only by a recently acquired positive 
tuberculin test are worthy of study. We do not know if 
residual necrotic lesions should be resected in many 
cases. The recent indication that streptomycin should be 
given more frequently than twice weekly requires explor- 
ation. For answers to these and many other questions we 
shall look to the hundreds of clinical researchers who are 
united under capable leadership in the cooperative proj- 
ect of the Veterans Administration, the Army, and the 
Navy. 


MIGRAINE 


Migraine is said to affect about 10% of the population 
between the ages of 6 and 60. Between 67 and 75% of 
those affected are women. The attack may consist of three 
distinct stages. The prodromal stage or aura is caused by 
constriction of the intracranial arteries. This is followed 
by vasodilatation accompanied by a severe unilateral 
headache, with or without vomiting. In a few patients 
whose attack is protracted, a third or edematous stage 
occurs. The acute attack leaves the patient exhausted 
but appears to make the patient immune to another at- 
tack for several days. Although the exact cause is un- 
known in most patients, in at least 65% there is an un- 
derlying hereditary basis for the attacks. Some authors 
attach great significance to a so-called migrainous per- 
sonality structure and have observed that most patients 
with this condition feel insecure and react poorly to 
stress,' and are highly intelligent, shy, sensitive, and 
inclined to be perfectionists.* Furthermore, they are 
easily depressed, tire easily, and wilt suddenly when over- 
taken by fatigue.* These observations may be true, but 
they should not be used as a basis for diagnosis, and, 
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since a patient’s personality structure is not readily 
changed, they have little practical importance. On the 
other hand, the fact that attacks may come during a 
severe mental strain or psychic trauma or in the period 
of relaxation immediately following these points to a 
remediable cause.‘ Graham advances the hypothesis 
that migraine is an inherited disorder occurring in pa- 
tients who have both an undue tendency to seek stress and 
a deficiency in their ability to adapt themselves to it and 
that the individual attacks are precipitated by inadequate 
handling of stress of various sorts. He found that the at- 
tacks were terminated either when the stress stimulated 
the patient’s adaptive mechanism or when stress hor- 
mones were supplied from without. He does not advo- 
cate the use of cortisone and corticotropin in treatment 
at this stage but believes that they may be useful tools 
in the study of migraine. 

A hormonal factor may play a part in the cause of 
the syndrome, especially in women, in whom attacks 
frequently precede the onset of a menstrual period and 
in whom attacks have been found to cease during preg- 
nancy and after the menopause. Unger and Unger,* who 
investigated allergy as a cause, are firmly convinced that 
in at least 80% of migrainous patients food allergy is the 
cause. Although others ° found inhalants to be the cause 
in a few patients, Unger and Unger observed none due 
to this type of allergy. The authors freely admit that 
psychic trauma may precipitate the attack, as it may in 
such other allergic diseases as hives and asthma. If either 
the hormonal factor or the allergic factor is adequately 
controlled, the other alone may fail to bring about an 
attack. 

Schwartz,‘ a Danish allergist, observed that exponents 
of many specialties have claimed that the cause of mi- 
graine belongs in their particular field. The claim that 
migraine is an allergic disease has been based on the 
facts that (1) migraine is found in many patients with 
hay fever or asthma (in itself not very conclusive evi- 
dence), (2) some observers have found that a large 
proportion of patients with migraine have positive skin 
reactions to some allergen, (3) some observers have 
cured migraine by prescribing a restricted diet, (4) re- 
curring sudden unexplained attacks are typical of other 
manifestations of allergy, and (5) some observers have 
found eosinophilia in several patients with migraine. In 
a detailed analysis of a series of 191 asthmatics and 50 
controls, the author found no significant evidence that 
would link migraine with any form of allergy and con- 
cluded that, although in an occasional patient migraine 
might be due to an allergy, such patients are relatively 
rare. It would seem, therefore, that it is a disservice to 
the migrainous-patient to label him as allergic, neurotic, 
or as a psychopath and that all such patients should be 
given the benefit of a many-sided examination. 

In treating the acute attack in the earliest or vasocon- 
strictive stage, nicotinic acid, 100 to 200 mg. by mouth, 
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because of its vasodilating action may be used to abort 
the aura.” This treatment may abort the headache also, 
but, once the headache has started, vasodilators are con- 
traindicated, Aspirin and rest in a quiet darkened room 
will relieve many patients with migraine. Ergotamine 
tartrate or some closely related product if given as soon 
as the headache starts will relieve most patients who have 
intense migrainous headaches, but even in these patients 
the best results can be obtained only if the patient re- 
mains fairly quiet. No ergot derivatives should be used 
oftener than twice a week because of the danger of cumu- 
lative toxic effects. Ergotamine with caffeine is more 
effective in many patients than ergotamine alone, and 
this combination is available in both tablet and supposi- 
tory form. The tablets for oral administration are used 
by some patients per rectum because they are effective by 
this route more promptly and in smaller doses than when 
taken by mouth. Although not as effective as the sup- 
positories, they have the advantage that they are cheaper 
and easier to keep in a pocket or handbag.* One great 
drawback to treatment with ergot derivatives is the fact 
that, although the headache is relieved, the interval be- 
tween attacks becomes progressively shorter, and Fried- 
man and co-workers “* warn that tolerance or even true 
addiction may develop in some patients. Furthermore, 
ergot preparations are contraindicated in patients with 
peripheral vascular diseases, hypertension, coronary dis- 
ease, hepatic disease, renal disease, or pregnancy. All 
such patients except those with hypertension may be 
helped by intramuscular injections of octin (6-methyl- 
amino-2-methyl-2-heptene). When the third or edem- 
atous stage of the attack is reached, vasoconstrictors 
are contraindicated and the patient requires rest, seda- 
tion, and in some Cases intravenous infusions of a hyper- 
tonic solution of dextrose. 

For the interval between attacks, general measures 
that favor physical and mental hygiene are important. 
Testosterone and diethylstilbestrol benefit some female 
patients.’ Supplementary doses of vitamins have been 
recommended. Psychotherapy has been attempted, but it 
has often been more simple to determine the supposed 
underlying cause of the symptoms by this means than to 
alleviate them. Until the exact cause of migraine is dis- 


covered, further advances in its treatment are likely to 
be slow. 
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ORGANIZATION SECTION 


STATEMENT OF DR. JULIAN P. PRICE ON 8S, 1984 
AND S, 2147 BEFORE SENATE SUBCOMMITTEE 


My name is Dr. Julian Price. I am a practicing physician from 
Florence, S. C., and a member of the Board of Trustees of the 
American Medical Association. I am accompanied today by 
Dr. Walter B. Martin, the immediate Past-President of the 
American Medical Association. I have a very brief statement 
which I will read with your permission. Dr. Martin and 1] will 
then try to answer any questions which you may have. 

It is my understanding that today the Committee is consider- 
ing two bills, S. 1984 and S. 2147, 84th Congress. Both of these 
measures would authorize the appropriation of federal funds for 
the purchase and distribution of poliomyelitis vaccine. The first 
mentioned bill would authorize an appropriation of $28,000,000 
to assist states in establishing a grant-in-aid program for the 
immunization against poliomyelitis of children whose parents 
are unable to pay. Allotments to states would be determined on 
the basis of the relative population under age 20 and the per 
capita income of the states. The second measure would authorize 
federal appropriations for the purchase and distribution of vac- 
cine for all regardless of age or ability to pay. To participate 
states must present a program to the Department of Health, 
Education, and Welfare, to be administered by a single state 
agency, providing for the free vaccination of all children or 
specified groups of children and adults in priority groups desig- 
nated by the Department of Health, Education, and Welfare. 

In outlining our position on these two bills I would like to 
refer to the action taken on this subject only last week by our 
House of Delegates at our Annual Meeting in Atlantic City, 
N. J. Three resolutions were presented to the House of Delegates 
and approved relative to the “Salk polio vaccine.” The first 
commended Dr. Salk and expressed the gratitude of the entire 
medical profession for his monumental contribution to medical 
science. The second resolution reaffirmed “confidence in the 
established methods of announcing new and possible beneficial 
methods in the treatment and prevention of disease” and also 
reaffirmed “the need for the presentation of reports on medical 
research before established scientific groups, allowing free dis- 
cussion and criticism, and the publication of such reports, in- 
cluding methods employed and data acquired on which the 
results and conclusion are based, in recognized scientific publica- 
tions.” 

The last of the three resolutions which is particularly germane 
to the bills under consideration included the following policy 
statements: 

“Resolved, that the American Medical Association go on 
record as disapproving the purchase and distribution of the Salk 
polio vaccine by any agency of the federal government except 
for those unable to procure it for themselves and that such neces- 
sary federal funds therefore be allocated to the various proper 
state agencies for such purposes; and be it further 

“Resolved, that the American Medical Association urge the 
Congress of the United States to allow the Salk polio vaccine 
to be produced, distributed and administered in accordance with 
past procedures on any new drug or vaccine.” 

I believe it is clear from this resolution that we are not opposed 
to S. 1984 but further that we are not in sympathy with the 
purpose or program included in S. 2147. 

In our opinion existing laws are adequate to control the safety 
and potency of the vaccine. Existing voluntary agreements are 
adequate to insure its distribution as rapidly as it can be pro- 
duced to those groups whose need is greater. Dr. Martin has 
assured the President that the nation’s physicians will cooperate 
in limiting polio vaccinations to children from 5 through 9 until 
the vaecine is available in larger supply. The American Medical 
Association has requested all physicians to administer the vaccine 
only to children in this age group until further notice. This will 
assure that the vaccine will be made available first to those most 
susceptible to the disease. 


Physicians have been asked to maintain records on each child 
vaccinated, showing the name and age of the patient, the date 
and site of the vaccination, and the manufacturer and lot number 
of the vaccine used. This voluntary priority vaccination plan 
follows the recommendation of the National Advisory Commit- 
tee on Poliomyelitis Vaccine approved by the Secretary of 
Health, Education, and Welfare and contained in her report to 
the President on May 16. 

I assure you gentlemen on behalf of the American Medical 
Association and on behalf of the physicians of the United States 
that this plan will be followed voluntarily. In accordance with 
the great traditions of medicine no child will be denied a vac- 
cination because of inability to pay a physician's fee. 

For many years the American Medical Association has coun- 
seled with individuals and with various agencies of the govern- 
ment relative to public health matters. We have promoted state 
and local health services and have consistently advocated greater 
responsibility and discretion at the local level in planning for 
and solving public health problems. We reaffirm our faith in the 
ability of the medical profession and state and local public health 
officers to solve the problems arising from the public demand 
for poliomyelitis immunizations. Their response already has 
justified that faith. 

Programs for the administration of the vaccine to children in 
the most susceptible age groups have already been formulated 
in many states. In some cases the necessary funds have been 
appropriated by state legislatures. It is our belief that unless 
the federal government imposes additional requirements or in 
some other way hinders the activities of these states and local 
programs they will move smoothly as soon as the required 
vaccine is available. 

We feel that the role of the federal government in immuniza- 
tion programs is adequately set out in existing law. It is being 
performed smoothly in the administration by state and local 
health departments of rabies and diphtheria vaccine. It will con- 
tinue to function smoothly in the administration of poliomyelitis 
vaccine. Additional funds may be required but not an additional 
mechanism. 

It is therefore our recommendation that if it is the belief of 
the Committee that some additional legislation is required at this 
time that it be limited to the type of program outlined in S. 1984. 
We are convinced that the proposal outlined in §. 2147 is com- 
pletely unnecessary and will if enacted result in an unreasonable 
expenditure of federal funds and the possible impairment of 
state, local and voluntary programs which are already estah- 
lished or which are now being formulated. 


MEDICAL SCHOOL HONORS DR. TURNER 


Dr. Edward L. Turner, Secretary of the A. M. A. Council 
on Medical Education and Hospitals, who helped to establish 
the University of Washington Medical School in 1945 and served 
as its first dean, was honored recently at ceremonies on the 
campus in Seattle. Friends and co-workers presented an oil 
portrait of Dr. Turner to the university’s president. It was the 
work of Edmund L. Geisbert, Chicago artist. The portrait will 
be hung in the Health Sciences lobby of the university. 

A check for $2,500 to establish the Edward L. Turner Scholar- 
ship and Loan Fund for medical students, which was donated 
by co-workers and professional associates of Dr. Turner in 
Seattle, also was presented to the university president, Dr. Henry 
Schmitz. 


COPIES OF HIPPOCRATIC OATH AVAILABLE 


A two-color offset reproduction of the Hippocratic Oath {s 
now available from the American Medical Association’s Order’ 
Department at one dollar per copy, postpaid. Printed on quality 
Crane parchment stock, the reproduction measures 1134 by 
15% in. and is suitable for framing. Many physicians are placing 
copies of the oath in their offices and waiting rooms. 
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Report of Council on Industrial Health and Council on 
Medical Service 


Dr. Joseph D. McCarthy, Chairman, Council on Medical 
Service, presented the following report, which was referred to 
the Reference Committee on Insurance and Medical Service: 
To the Members of the House of Delegates of the American 

Medical Association: 


The Council on Medical Service and the Council on Industrial 
Health, through a Joint Committee on Medical Care for Indus- 
trial Workers, have followed closely the development of various 
types of centers designed to provide medical services of a non- 
occupational nature to employees and union members. The com- 
mittee has held conferences with representatives of medical 
societies where such centers are in Operation and with the 
medical directors of such centers. The committee has also pub- 
lished several reports describing the organization and operation 
of union health centers and is planning a similar report on 
management centers. 

One of the big questions always arising has been “what should 
be the relationship between the private physicians, the medical 
societies, and these centers?” This question has arisen despite the 
fact that examples of union and management centers have 
existed for many years and despite the fact that most centers 
utilize the part-time services of private physicians rather than 
a full-time salaried medical staff. 

In view of this, the Committee on Medical Care for Industrial 
Workers has prepared some “Guiding Principles for the Evalu- 
ation of Management and Union Health Centers.” These guides 
are submitted at this time by the Council on Industrial Health 
and the Council on Medical Service for the information of the 
House of Delegates, It is hoped that those delegates where such 
health centers are operating will, between now and the Clinical 
Meeting, review the guides with the local medical societies con- 
cerned, in that consideration as to the adoption of these prin- 
ciples will be one of the items of business for the House of 
Delegates during the 1955 Clinical Meeting. 


GUIDING PRINCIPLES FOR EVALUATING MANAGEMENT AND 
UNION HEALTH CENTERS 


INTRODUCTION 

Continued improvement in health services and facilities for 
workers is a primary concern of the Council on Medical Service 
and the Council on Industrial Health. Improvement implies 
progress and sometimes involves change. To keep informed of 
changes in the field of medical service and to examine their 
interrelationships with other existing forms of medical care and 
facilities require constant surveillance and evaluation. 

One of the many developments studied by the two councils 
is an increasing emphasis in numerous areas in providing non- 
occupational medical care services to the industrial population 
through health centers. These heaith centers have come into 
existence aS a means of providing medical services to industrial 
workers under conditions that so distribute the cost as to lighten 
the economic burden on the industrial worker. Many industrial 
organizations have maintained inplant medical services which, 
in general, were limited to the medical maintenance of people 
at work and to preventive measures of varying type and scope. 
Such inplant services may be expected to continue as the con- 
ventional form of occupational medical practice. The increased 
emphasis on broad programs of nonoccupational medical care 
has stemmed from workers’ organizations and community health 
agencies. 

The oldest management health center program dates back to 
1868; the oldest union health center dates back to 1913, with 


approximately 40 such centers in operation today. Until recent 
years, such programs involved a relatively small proportion of 
the working population. However, with the advent of World War 
Il and with the widespread adoption of health and welfare pro- 
grams through collective bargaining, a new stimulus to the 
establishment and expansion of health maintenance programs for 
workers in industry has arisen. The evolution of the health 
center, therefore, may well be looked upon as one of the sig- 
nificant developments in medical care of this century. 

The term, health center, used herein refers to a facility owned 
and operated by management for the provision of nonoccupa- 
tional medical services to its employees and/or their dependents, 
or owned and operated by a labor union for the provision of 
nonoccupational medical services to its members and/or their 
dependents, or jointly owned and operated for provision of such 
services and for which costs are paid by management, unions, 
or the subscribers, or any combination of them. 

Programs of health centers may be classified as: (1) medical 
centers, providing ambulatory care only; (2) specialized refer- 
ence programs, which refer the patient to various medical serv- 
ices; and (3) comprehensive medical service programs. 

These plans may be preventive, diagnostic, health main- 
tenance, rehabilitative, or therapeutic. They may range from 
diagnostic to all phases of medical services, and may be limited 
or comprehensive in scope. They may refer patients to, or 
furnish services at, a physician’s office, medical center, hospital, 
sanatorium, or in the patient’s home. 

Members of the Committee on Medical Care for Industrial 
Workers have received numerous requests to suggest criteria 
or guiding principles which can be useful to medical directors 
as well as to state and county medical society representatives 
in resolving problems that have developed or are likely to occur 
among physicians in the communities where these new forms 
of medical practice are providing medical care for workers in 
industry. Such guiding principles are promulgated for non- 
occupational medical care for industrial workers and are not 
considered as applicable to consumer-sponsored medical pro- 
grams Offered to the general public. 

References.—In formulating the guiding principles, the com- 
mittee has reviewed the guidelines which have previously been 
offered. These include the following: 

Principles of Medical Ethics of the American Medical Association. 

Guiding Principles of Occupational Medicine—Council on Industrial 
Health, American Medical Association. 

American College of Surgeons Minimum Requirements for Outpatient 
Departments. 

American College of Surgeons Qualifications of Industrial Physicians. 

Report of Council on Medical Service in Voluntary Prepayment Medical 
Benefit Plans—Council on Medical Service, American Medical Association. 

Relation of Physicians and Hospitals (Guides for Conduct of Physicians 
in Relationship to Institutions—American Medical Association, December, 
1951, and reaffirmed by House of Delegates, December, 1954), 

Standards for Hospital Accreditation—Joint Commission on Accredita- 
tion of Hospitals. 

Reports from various union health centers-—Council on Medical Service. 

Suggested Principles for Lay-Sponsored Voluntary Health Plans—Council 
on Medical Service. (These principles—often referred to as the 20 prin- 
ciples—were drawn up in 1949 as the result of a recommendation by the 
Committee on Rural Medical Service and the consequent resolution by the 
House of Delegates requesting the Board of Trustees “‘. to set up 


proper standards to be used by cooperative or consumer-controlled groups 
when providing medical service.’’) 


Careful reading of publications from these sources will in- 
dicate that much thought has been given by other groups of 


physicians to the consideration of problems with which this 
committee has been faced. But it must be recognized that con- 
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cepts of providing nonoccupational medical care for workers 
in industry, sponsored by management and/or unions, have 
been subjected to various pressures and influences in recent 
years. Management and union-sponsored health programs and 
the medical profession already have developed and have ac- 
cumulated experience with health programs and centers over a 
period of years. The experience gained in these programs and 
centers and the study of their activities provide a background 
for concepts in nonoccupational medical care to workers in 
industry. They supply practical knowledge for the formulation 
of guiding principles. 

The advent of prepaid insurance plans and funded reserves 
to meet the costs of medical care to the patient has introduced 
new economic and social factors into the physician-patient 
relationship. Many variants may arise out of such factors, in- 
cluding the introduction of a third party in the financial arrange- 
ments. Nevertheless, from the standpoint of the profession and 
its officially organized parent body, certain fundamental con- 
cepts prevail in regard to the relationship of physicians to 
patients, to groups, to hospitals, to employer-, employee- and 
other organizations, and to insurance entities. 

These standards are expressed in the following excerpts from 
the Principles of Medical Ethics of the American Medical Asso- 
ciation, December, 1954: 

The Physician's Responsibility. Chapter 1, Section 2, p. 5. “The avowed 
objective of the profession of medicine is the common good of mankind. 
Physicians faithful to the ancient tenets of this profession are ever cog- 
nizant of the fact that they are trustees of medical knowledge and skill 
and that they must dispense the benefits of their special attainments in 
medicine to all who need them Pd 

Groups and Clinics. Chapter 1, Section 3, pp. 6-7. “The ethical principles 
actuating and governing a group or clinic are exactly the same as those 
applicable to the individual. As a group or clinic is composed of individual 
physicians, each of whom, whether employer, employee or partner, is 
subject to the principles of ethics herein elaborated, the uniting into a 
business or professional organization does not relieve them either indi- 
vidually or as a group from the obligation they assume when entering the 
profession.” 

Advertising. Chapter I, Section 4, p. 7. “Solicitation of patients, directly 
or indirectly, by a physician, by groups of physicians or by institutions 
or organizations is unethical. This principle protects the public from the 
advertiser and salesman of medical care by establishing an easily dis- 
cernible and generally recognized distinction between him and the ethical 
physicians . . .” 

Contract Practice. Chapter VII, Section 3, p. 26. “Contract practice as 
applied to medicine means tne practice of medicine under an agreement 
between a physician or a group of physicians, as principals or agents, 
and a corporation, organization, political subdivision or individual, where- 
by partial or full medical services are provided for a group or class of 
individuals on the basis of a fee schedule, or for a salary or for a fixed 
rate per capita. Contract practice per se is not unethical. Contract practice 
is unethical if it permits of features or conditions that are declared 
unethical in these Principles of Medical Ethics or if the contract or any 
of its provisions causes deterioration of the quality of the medical services 
rendered.” 

Free Choice of Physician. Chapter VII, Section 4, pp. 26-27. “Free 
choice of physician is defined as that degree of freedom in choosing a 
physician which can be exercised under usual conditions of employment 
between patients and physicians. The interjection of a third party who 
has a valid interest, or who intervenes between the physician and the 
Patient does not per se cause a contract to be unethical. A third party 
has a valid interest when, by law or volition, the third party assumes legal 
responsibility and provides for the cost of medical care and indemnity for 
occupational disability.” 


The Guides for Conduct of Physicians in Relationships with 
Institutions also point out that: 

Where a hospital is not selling the services of a physician, the financial 
arrangements, if any, between a hospital and a physician, properly may be 
placed on any mutually satisfactory basis. This refers to remuneration of 
a physician for teaching or research or charitable services or the like, 
Corporations or lay bodies properly may provide such services for em- 
ployees or otherwise engage doctors for these purposes. (December, 1951, 


Reprint from THE JOURNAL, page 7.) 


The foregoing principles and the basic concept of the care of 
the individual patient by a physician have been considered 
essential to professional responsibilities involved in physician- 
patient relationship. In the experience of the majority of the 
physicians and of their professional societies, they have proved 
to be the most practical and workable ethical structure for the 
integration of the activities and practices of the profession in 
the social and economic framework of society. The introduction 
of a third party into the financial aspects of the physician-patient 
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relationship may involve adjustments in concepts previously 
held and modifications in programs and procedures to accord 
with these ethical principles. 

The medical profession and its societies have by no means 
construed these and other principles as limiting group practice 
of medicine or excluding prepaid insurance plans for payment 
of professional services or barring salary arrangements of 
physicians. The basic concept is that funds collected or con- 
tributed for such services shall not be utilized as a source of 
profit by laymen or other individuals or organizations. 

Comments.—Since workers in industry may receive medical 
service for themselves and their families through management 
and health and welfare programs, organized medicine is in- 
terested in the quality of medical care rendered, the relationship 
of this care to other medical services of the community, and to 
the reasonable costs of this care. It is also concerned with the 
relationships being developed between the physicians who are 
engaged in furnishing these services and the other physicians in 
the community. 

Health centers are experiments in new ways of providing non- 
occupational medical care, which should have all the benefits of 
counsel from the medical profession. They should be allowed 
to prove or disprove their merit, so long as they provide care 
of high quality. What is best of the new forms of medical prac- 
tice will prevail in time, and what is undesirable will fail. 

The provision of health center service can be desirable and 
feasible in many respects. It does not represent the sum total 
of medical care. The established medical agencies and traditional 
forms of medical practice have been developed as a result of 
long experience. Newer methods of financing and prepayment 
plans should not fail to give consideration to the valuable and 
tangible resources already available. A spirit of cooperation be- 
tween the health center’s personnel, cther private practitioners, 
and the medical society should exist if the best interests of the 
patients, and of medicine as a whole, are to be served effectively. 
The counsel of the local, state, and national medical associations 
should be of inestimable value to the individual physician and 
to the health center staff in rendering medical care to their 
patients. 

It must always be kept in mind that, no matter how excellent 
their physical facilities, health centers are no better than the 
quality of their personnel and the services they render. The 
following guides should clarify to ali concerned the relations 
which should prevail between the staffs of health centers, other 
physicians, and other health agencies in the community. 

The Committee on Medical Care for Industrial Workers 
therefore believes that the medical profession and its societies 
consider it proper (1) to formulate effective measures for the 
promotion of the health and welfare of the participants of both 
management and union health centers, and (2) to establish and 
maintain standards for medical practice and services in the 
operation of both management and union health centers by 
adopting reasonable rules and regulations, 


GUIDING PRINCIPLES 

I. Adherence to Ethical Principles 

The organization of health centers, forms of medical practice, 
and types of remuneration acceptable to both the physician and 
the sponsors of the program should be in accordance with exist- 
ing laws and should be in keeping with the Principles of Medical 
Ethics of the American Medical Association. 
Il. Establishment of Fee Schedule 


Since so many variables may affect fee schedules in different 
sections of the country, no attempt has been made here to be 
specific in suggestions for formulating a schedule, except that it 
should be acceptable to the local county medical societies, to 
unions, to management, and to administrators of health and 
welfare funds. 


lll. Supplementary Benefits 


It is desirable that each health center program shall include 
insurance or other coverage for hospital service and for medical 
and surgical care. Such coverage may depend upon funds avail- 
able to the individual plan and may be administered separately 
or by the health center organization. 
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IV. Physical Facility 

If a health center is to be established, an adequate medical 
facility is essential for competent medical and surgical work. 
Completeness and adequacy of the physical plant must be de- 
termined for specific categories, dependent on prospective case 
load and location. 
V. Governing Body 

It is desirable that the governing body shall be composed not 
only of representatives of the lay group which furnishes the 
funds, representatives of the medical staff, and the medical ad- 
ministrator, but may also include representatives of the com- 
munity. Its composition may be subject to the laws of the re- 
spective states. 
VI. The Medical Staff 


A. The center should have a full-time or part-time medical 
director who is a qualified doctor of medicine. He should have 
charge of the medical administration and participate, ex officio, 
in the deliberations of the governing board. 

B. All phases of medical work should be under medical con- 
trol. The medical director and medical staff have the responsi- 
bility for seeing that the traditional personal confidential rela- 
tionships between the physician and the patient are preserved 
and for interpreting other criteria of ethics. 

C. The basic requirements established for all approved hos- 
pitals and outpatient departments according to the criteria of the 
Joint Commission for Accreditation of Hospitals should apply 
to the medical staffs of agencies serving this field. 

D. Further, members of the medical staff should have their 
duties and responsibilities clearly defined by the medical di- 
rector. A medical board of the medical staff should be estab- 
lished in accordance with the recommendations of the Joint 
Commission on Accreditation of Hospitals. The medical staff 
should have a voice in general medical policymaking through 
its Own representatives. The usual medical board functions, in- 
cluding the choice of officers, the acceptance of bylaws, and the 
organization of specific committees on program, formulary, 
grievance, and other matters, should be followed. 

E. Periodic staff meetings should be held to consider policies, 
staff functions, and appointments. Review of cases, especially 
problems peculiar to the industry involved, should be an integral 
part of staff meetings. 

F. Standards for departmentalization and appointments, in- 
cluding procedure, qualifications and tenure, are to be arranged 
insofar as practicable. 

G. A plan of arbitration of disputes or grievances between 
members of the medical staff and/or the medical director 
and/or the lay administrator or lay board should be provided 
through a joint conference committee. This mechanism should 
be set in advance. The local county medical society should be 
ready to appoint committees to assist in settling unresolved 
disputes. 

H. An adequate auxiliary staff is essential for the proper 
functioning of the program. Administrators, accountants, and 
clerical staff should be adequate for the maintenance of records 
and other administrative and clerical duties. The medical ancil- 
lary staff should include properly registered or qualified tech- 
nicians in physical therapy, x-ray, laboratory, and other tech- 
nical diagnostic fields; graduate registered nurses, practical 
nurses, and nurses aides sufficient to cover the needs of the 
medical service; nutritionists; social workers; and a registered 
pharmacist where a pharmacy is maintained in connection with 
the facility. The composition of the auxiliary staff will depend 
on the extent to which service can be offered and shall be under 
the direction of the medical director. 


Vil. Medical Records and Reports 


The maintenance of accurate and complete records on every 
patient examined and treated is a basic principle. Patients may 
consult another physician for an additional opinion, or for some 
other germane reason. In such instances, physicians requesting 
data on previous tests, medical history, x-ray examination, and 
the like should have these made available to them, provided the 
health center has the written authorization of the patient for 
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access to his file. Reports of progress and evaluation should be 
maintained to serve as a basis of measuring results. 
VIII. Publication Activities 

A. General Publicity.—Basic to any promotional activities 
are three specific aspects: (1) the complete honesty of all state- 
ments and publications, with no possibility of misleading con- 
tent; (2) the avoidance of the use of the names of medical 
members of the staff for publicity or promotional purposes, in 
keeping with the Principles of Medical Ethics; (3) public ad- 
vertising should not take advantage of the practicing physician 
in the community or be in conflict with medical ethics: (4) that 
press and public relations expenditures should be kept to a 
minimum. 

B. Health Education —Where publications are used as a part 
of health education, there should be no attempt to exaggerate 
or unduly feature personnel or facilities. Emphasis should be 
placed on preventive medicine and early diagnosis such as 
routine chest x-rays and periodic health examinations—those 
aspects which will lead to the center's greatest utilization by its 
members. A primary purpose of a health maintenance program 
for workers is health education. The medical organization has 
accomplished this purpose when its members seek medical serv- 
ice from physicians, whether or not they are connected with its 
organization. 

C. Scientific Publications and Other Required Reports.— 
Scientific reports and publications by members of the health 
center staff to the medical profession, to unions where required 
under union rules, and to state agencies where required by law 
shall be governed by established principles and practices. 

IX. Professional Relations 

The inherent strength of a medical service plan will be in 
direct ratio to the degree of satisfactory relationships that pre- 
vail between the administrators and medical staff of its organi- 
zation and the local physicians in the community. 

A. Relationship with Medical Society.—Since all physicians 
serving a medical group should be members of the local medical 
society or eligible for such membership on application, it can 
be a joint responsibility for the group physicians and the mem- 
bers of the society to have direct information and reports on the 
structure and activities of the health center. The committees 
and meetings of the society, as well as the bulletins and reports 
of the center and of the society, should be effective mediums in 
this respect. 

B. Availability of Facilities —It is desirable that a health 
center make its facilities available, insofar as reasonable and 
possible, to local physicians and their patients of the employee 
group, even when such physicians are not affiliated with the 
health center. 

C. Cooperation of Staff and Local Physicians.—A spirit of 
cooperation between the medical staff of the health center and 
other doctors of medicine should prevail if the best interest of 
the subscribers and patients, and of medicine as a whole, are 
to be served effectively. 


D. Medical Policy.—Because local situations vary in different 
parts of the country and in various types of communities, modi- 
fications of medical policy may have to be accepted by health 
centers organizing in specific areas. Usually, medical policies 
are developed and accepted by physicians to meet local needs. 
The newcomer will exercise good judgment if he considers 
established customs and facilities, assuming of course that such 
do not conflict with effective medical care and the Principles of 
Medical Ethics. 

E. Participation.—In the selection of doctors of medicine to 
participate in management of union-sponsored programs, it is 
urged that the counsel of the local medical society be sought. 
The nature of counsel will depend on the size of the community, 
the total population, specific medical and surgical needs, and 
other factors. 

F. Complaints.—Plans should be made for judicious con- 
sideration of complaints stemming from health center personnel, 
patients, or local practicing physicians. If such complaints can- 
not be satisfied within the institution, the cooperation of the 
local medical society may be sought. If a local medical society 
believes that a health center program is in conflict with the 
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Principles of Medical Ethics or that a poor quality of medical 
service is being supplied or that a member or members of the 
medical staff indulge in illegal or other objectionable practices, 
every effort should be made to hear, record, and resolve differ- 
ences. Experience has shown that a joint committee may be 
helpful. The cooperation#of the county, state, and national 
bodies may be sought in order to maintain the high standards 
of ethical conduct physicians have established before the general 
public. Proper action on the local level would often expedite 
settlement and thus avoid additional action through state and 
national bodies. In the event of a question of policy between 
the medical plan and organized medicine or physicians in the 
community, the matter may be directed to the Judicial Council, 
the Council on Medical Service, or the Council on Industrial 
Health of the American Medical Association. (See A. M. A. 
Guides for Conduct of Physicians in Relationships with Institu- 
tions, 1951—Reaffirmed, 1954.) These bodies may then place 
the matter before the proper committee for adjustment or arbi- 
tration of the dispute. The procedures for adjustment or decision 
in policy should follow the channels of the local society, to the 
state society, and to the national society by process of recom- 
mendation or by process of appeal. 


X. Public and Community Relations 


There are many social, public health, and welfare agencies, 
both public and voluntary, concerned with the health and well- 
being of local citizens. It is the responsibility of health center 
personnel to maintain good and effective relations with the staffs 
of such organizations. It is, therefore, of the greatest importance 
that persons eligible to participate in the health center’s pro- 
gram know that they are free to seek medical care from whom- 
soever and wheresoever they wish. They should be made aware, 
however, that unless management or health center programs 
provide for the payment of such services, they are not obligated 
to contribute to the payment of services obtained outside of their 
medical program. 

Finally, to the extent that these guiding principles are ob- 
served, the medical profession will improve the quality of 
medical care accorded the patient and the community. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James Z. Appel, Chairman, Pennsylvania, submitted the 
following report, which was adopted: 

Report of the Council on Industrial Health and Council on 
Medical Service on Guiding Principles for Evaluating Manage- 
ment and Union Health Centers—The Council on Medical 
Service and the Council on Industrial Health through their Joint 
Committee on Medical Care for Industrial Workers have pre- 
sented Guiding Principles for Evaluating Management and 
Union Health Centers. They recommend “. . . that those dele- 
gates where such health centers are operating will, between now 
and the Clinical Meeting, review the guides with the local 
medical societies concerned, in that consideration as to the 
adoption of these principles will be one of the items of business 
for the House of Delegates during the 1955 Clinical Meeting.” 
Your reference committee believes that all delegates to the 
American Medical Association should review these guides with 
their local medical societies so that at the Clinical Meeting in 
Boston the county medical societies will be well informed as 
to these principles and their delegates can vote in an intelligent 
manner on them. 


Report of Committee on Blood 


Dr. Leonard W. Larson, Chairman, presented the following 
report, which was referred to the Reference Committee on 
Miscellaneous Business: 

Since the meeting of the House of Delegates in Miami in 1954 
there has been no formal meeting of the Committee on Blood. 
However, delegates appointed by the Board of Trustees to nego- 
tiate with the American Red Cross, American Association of 
Blood Banks, American Society of Clinical Pathologists, and 
American Hospital Association have met with delegates from 
those organizations on two occasions, Feb. 6 and May 7, 1955. 
As a result of these meetings the Blood Foundation has been 
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incorporated. The first meeting of its board of directors was 
held in Chicago at American Medical Association headquarters 
on May 7. The second meeting of the board of directors of the 
foundation is scheduled for June 10 in Atlantic City. The officers 
of the Blood Foundation are: Dr. Leonard W. Larson, president; 
Dr. Merlin Trumbull, American Association of Blood Banks, 
vice-president; Dr. Karl S. Klicka, American Hospital Associ- 
ation, treasurer; Dr. Paul L. Wermer, secretary pro tem. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Norman A. Welch, Chairman, Massachusetts, submitted 
the following report, which was adopted: 

Your reference committee had referred to it the report of the 
Committee on Blood by Dr. Leonard W. Larson. This report 
relates to the formation of the Blood Foundation and the naming 
of its officers. Your committee recommends the adoption of this 
report, 


American Medical Education Foundation 


Dr. Louis H. Bauer, President, American Medical Education 
Foundation, spoke as follows: 


When the American Medical Education Foundation was first 
organized, the American Medical Association gave a half million 
dollars to pump prime the project, hoping that the members of 
the Association would take that up themselves and carry it on. 
The Association, however, kept up that contribution for four 
years. This year, the trustees appropriated only $100,000, be- 
cause that is all they had, and, as the American Medical Associ- 
ation does not believe in deficit financing, the $100,000 was all 
it could give. It was hoped that the profession would take up 
the slack so that the amount available to the foundation for 
contribution to our medical schools would be as much as in 
previous years. But the doctors have not come through as I had 
hoped they would. There have been some medical organizations 
and some doctors who have come through most generously, but 
I am afraid too many have forgotten about it after leaving the 
meeting of the House of Delegates where they were reminded 
of the importance of the situation. 


Our medical schools are in dire straits financially. If we are 
to keep up the present high standards of medical education in 
this country, they must have more financial support, or they will 
get it from the government. As I think you all know, I have had 
an Opportunity to go around the world, and I would hate to see 
our medical schools come under government domination, be- 
cause I have seen what has happened in some areas of the world 
where medical education is entirely under government control. 


It is up to us. Dr. Hess said this morning that there were 
153,000 members of the American Medical Association. I know 
that a lot of those are not dues-paying members; they are 
retired, and so on. But I think there are not less than 125,000 
to 130,000 dues-paying members of the American Medical Asso- 
ciation. Some of them, for various reasons, could not contribute 
much of anything. Some could contribute a lot. I think every- 
body can contribute just a little. Do you realize that if 125,000 
members of the American Medical Association should each con- 
tribute $50 a year, we would have over 7 million dollars just 
from the doctors. The total amount contributed to the founda- 
tion and by doctors directly to their medical schools amounts to 
less than half of that, only about 3 million dollars. I do not think 
we are doing our job, and we do not have too much time to make 
good on this proposition. | do not know what we can do to get 
the attention of the doctors to this important problem. 

At the close of Dr. Bauer’s remarks, Dr. Vincent P. Butler, 
President of the Medical Society of New Jersey, presented a 
contribution of $25,000 from the Medical Society of New Jersey, 
duplicating a contribution of the same society three years ago. 


AWARDS OF MERIT 


Dr. Bauer presented Awards of Merit for contributions to the 
American Medical Education Foundation to the following 
persons and organizations: 

Arizona Medical Association 

California Medical Association 

Dr. Joseph F. Connolly, San Francisco 

Dr. Oscar B. Hunter, Washington, D. C. 
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American Medical Association 

American College of Radiology 

American Society of Anesthesiologists 

Illinois State Medical Society 

Dr. W. W. Bauer, Chicago 

Dr. William W. Bolton, Chicago 

Dr. Herbert H. Inlow, Shelbyville, Ind. 

Iowa State Medical Society 

Baldridge-Beye Memorial Medicai Society, Des Moines, Iowa 
Dr. J. P. Cogley, Council Bluffs, lowa 
Massachusetts Medical Society 

Dr. S. J. Carnazzo, Omaha 

Dr. D. A. Dowell, Omaha 

Dr. Wayne M. Hull, Omaha 

Dr. Harry J. Jenkins, Omaha 

Dr. James F. Kelly, Omaha 

Dr. James F. Kelly Jr., Omaha 

Dr. William Kroupa, Omaha 

Dr. Louis D. McGuire, Omaha (posthumous) 
Dr. Louis S. Nelson, Brooklyn, N. Y. 
Medical Service Foundation of Mahoning County, Ohio 
Dr. Solon Coleman, Navasota, Texas 

Dr. Stuart A. Wallace, Houston, Texas 

Utah State Medical Association 

Dr. G. M. Richards, lone, Wash 

Medical Society of Virginia 


Motion to Recall News Release 


A motion was made, duly seconded, and adopted that a news 
release already sent out on the report of the Committee to Study 
Relations Between Osteopathy and Medicine be recalled. 


Messages to Absent Delegates 


Dr. Ralph A. Johnson, Michigan, moved, and the motion 
was seconded and carried unanimously, that the House of 
Delegates send a telegram of condolence, and of best wishes for 
a speedy recovery, to Dr. Lewis A. Alesen, California. 

Similar motions were made, seconded, and also carried 
unanimously, concerning Dr. James Stevenson, Oklahoma, and 
Dr. James P. Whitehill, Pennsylvania. 


Introduction of Resolutions 


The Speaker called for the introduction of resolutions as 
numbered. 


The House adopted a motion by Dr. Edward L. Compere, 
Section on Orthopedic Surgery, that it be requested that the 
resolutions, mimeographed copies of which were before each 
delegate, be read only by title. The Speaker ruled that the 
introducer of a resolution could read the “resolved” portion if 
he wished to do so. 


No. 1. Resolutions on Military Status for the Public 
Healih Service 


Dr. Rutherford T. Johnstone, Section on Preventive and In- 
dustrial Medicine and Public Health, introduced the following 
resolutions, which were referred to the Reference Committee on 
Legislation and Public Relations: 


WuHerEAs, The Public Health Service has been a commissioned service 
of the United States government over a period of many years and by act 
of the President of the United States was given military status during 
World War II but reverted from military status to nonmilitary status on 
July 4, 1952; and : 

WuerEAS, The commissioned corps of the service has engaged and con- 
linues to engage in national defense aciivities including the provision of 
medical services to the Coast Guard and the staffing of both foreign and 
domestic posits on the same basis as the armed forces: and 

WHEREAS, At the present time, service with the Public Health Service 
is credited toward fulfilling physician-draft obligations but does not confer 
veterans’ rights and privileges; and 

WHEREAS, In addition to its ordinary responsibilities, the Public Health 
Service within recent years has been called on to expand greatly its 
activities by virtue of the delegations made on July 14, 1954, by the 
Federal Civil Defense Administrator to the Department of Health, Edu- 
cation, and Welfare and subsequently by the Secretary of said department 
to the Public Health Service; the development and stafling of the National 
Institutes of Health; the promotion of world health through international 
health organizations including the World Health Organization and the 
Pan-American Sanitary Bureau; and through the enactment in 1954 of 
Public Law 568, which will necessitate the staffing of a total of 58 Indian 
hospitals from July 1, 1955; and 


WHEREAS, These greatly increased activities of the Public Health Service 
created an emergency with respect to the recruitment of needed qualified 
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professional personnel including both physicians and nurses to meet the 
responsibilities of the Public Health Service; and 

WHEREAS, The American Public Health Association at its annual meet- 
ing on Oct. 13, 1954, and the Association of State and Territorial Health 
Officers at its annual meeting on Dec. 10, 1954, both adopted resolutions 
urging military status for the Public Health Service, therefore be it 

Resolved, That the American Medical Association recommend that legis- 
lation be enacted by the Congress designating the Public Health Service 
aS a cOmponent branch of the armed forces of the United States on an 
equal status with the Army, Navy, and Air Force, thereby strengthening 
the ability of the Public Health Service to maintain its existing personnel 
and recruit additional personnel to meet its expanded responsibilities; and 
be it further 

Resolved, That the American Medical Association recommend this ac- 
tion through the proper executive and legislative channels of the federal 
government, 


REPORT OF REFERENCE COMMITTEE ON LEGIS- 
LATION AND PUBLIC RELATIONS 


Dr. Charles G. Hayden, Chairman, Massachusetts, submitted 
the following report, which was adopted: 

Resolution No. 1 on Military Status for the Public Health 
Service.—Your reference committee was unable to visualize all 
of the consequences that might flow from the enactment of a 
law making the Public Health Service a part of the armed 
forces, or from a law vesting officers of the Public Health Serv- 
ice with military status. It therefore recommends referral to the 
Board of Trustees for study. 


No. 2. Resolution on Reexamination of Policy Regarding 
Veterans with Wartime Service Suffering from 
Tuberculosis of Non-Service Origin 


Dr. Francis T. Holland, for the Florida delegation, presented 
the following resolution, which was referred to the Reference 
Committee on Insurance and Medical Service: 


Wuereas, The American Medical Association is on record as being 
opposed to the admission of veterans to Veterans Administration facilities 
for treatment of non-service-connected disabilities with the exception of 
veterans with wartime service suffering from tuberculosis or neuropsychi- 
atric disorders of non-service-connected origin who are unable to defray 
the expense of necessary hospitalization provided that treatment is given 
within the limits of existing facilities; and 

WHEREAS, These exceptions were made in the case of tuberculosis and 
neuropsychiatric disorders primarily because of the shortage at the time 
of civilian facilities for the care and treatment of these diseases; and 

WHEREAS, In the case of tuberculosis great strides have been made in 
its care and treatment through the discovery and increased use of anti- 
tuberculosis drugs which have shortened the hospital stay and made addi- 
tional hospital beds available for the admission of citizens suffering from 
this disease; now therefore be it 

Resolved, That the American Medical Association be requested to re- 
examine its policy concerning veterans with wartime service suffering from 
tuberculosis of non-service origin on the basis of a survey of existing 
civilian facilities. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James Z. Appel, Chairman, Pennsylvania, presented the 
following report, which was adopted: 

Resolution No. 2.—Your reference committee recommends 
that this resolution be referred to the Committee on Federal 
Medical Services of the Council on Medical Service. 


No. 3. Resolutions on Accreditation of Hospitals 


Dr. Joseph B. Copeland, on behalf of the Texas delegation, 
introduced the following resolutions, which were referred to the 
Reference Committee on Medical Education and Hospitals: 


WHEREAS, The American Medical Association is the proper official or- 
ganization representing medicine in the United States; and 

WHEREAS, It is not only the privilege but also the obligation of this 
organization to protect and safeguard the quality of medical care to the 
patients and to assist im every way possible in the maintenance and 
further eievation of the present high standards of medical and surgical 
practice; and 

WHEREAS, The American Medical Association is the only organization 
which can and should speak officially for ail physicians without regard to 
their particular field of practice; and 

WHEREAS, There is growing unrest due to the fact that the American 
Medical Association has not met its full obligations in regard to accredi- 
tation of hospitals; and 
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WHEREAS, Accreditation of hospitals is recognized as being composed 
of two parts; namely, that having to do strictly with housekeeping prob- 
lems and unquestionably concerns hospital manayement, and that having 
to do with the actual provision of medical care to the patients by the 
physicians and the training of young physicians and is the concern of the 
medical staff organization which should be guided by the American 
Medical Association; and 


WHEREAS, Failure of the American Medical Association to accept and 
discharge this obligation promptly will make more difficult the physicians’ 
responsibility of providing the best medical service in the most economical 
fashion; now therefore be it 

Resolved, That the American Medical Association be urged to assume 
promptly its true responsibility by establishing a plan for accreditation of 
hospitals, such plan to be limited to the problems of patient care, staff 
organization, and intern and resident training programs; and be it further 

Resolved, That the American Hospital Association be urged to cooperate 
with the American Medical Association by limiting its accreditation activi- 
ties to the strictly physical problems of hospital care which unquestion- 
ably is its responsibility; and be it finally 

Resolved, That the House of Delegates of the Texas Medical Associ- 
ation in regular annual session assembled this 24th day of April, 1955, 
instruct its delegates to the American Medical Association to introduce and 
support this or similar resolutions in the House of Delegates of the 
American Medical Association at its next regular session. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. Dwight L. Wilbur, Chairman, California, submitted the 
following report, which was adopted: 

Resolutions No. 3, No. 15, No. 17, No. 20, No. 59, and 
No. 67, on Hospital Accreditation and Joint Commission on 
Accreditation of Hospitals ——Your reference committee has 
reviewed all these resolutions, which in principle are similar 
and apparently reflect a widespread dissatisfaction with the 
present functioning of the Joint Commission on the Accredita- 
tion of Hospitals, possibly from bilateral misunderstandings. 
Therefore, your reference committee recommends that the 
Speaker of the House of Delegates be requested to appoint a 
special committee to review the functions of the Joint Commis- 
sion on Accreditation of Hospitals to consist of seven members, 
none of whom shall be members of the Council on Medical 
Education and Hospitals or of the Joint Commission on the 
Accreditation of Hospitals. This special committee should be 
instructed to make an independent study or survey and report 
its findings and recommendations to the House of Delegates at 
the next annual meeting. All physicians and hospitals are urged 
to pass on to this special committee any observations or sug- 
gestions concerning the functioning of the Joint Commission on 
Accreditation of Hospitals. 


No. 4. Resolutions on Omnibus Health Bill 


Dr. Joseph B. Copeland, for the Texas delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Legislation and Public Relations: 

Wuereas, The President’s health program, as proposed in §S. 886, 
H. R. 3458, and similar bills in the 84th Congress, would (1) invade the 
field of private enterprise with additional tax-free federal corporations 
operating with tax money; (2) further circumvent congressional control 
Over the national debt; (3) set up a dictatorial control over the entire 
field of health activities under the Secretary of Health, Education, and 
Welfare; (4) advance the efforts of those who would nationalize the 
insurance industry; and (5) further extend federal activities into fields 
specifically reserved to the States by the Constitution; now therefore be it 

Resolved, That the House of Delegates of the Texas Medical Associ- 
ation in regular annual session assembled this 24th day of April, 1955, 
expresses its strong opposition to the entire bill, S. 886 and H. R. 3458; 
and be it further 

Resolved, That in expressing this opposition copies of this resolution 
be sent to all Texas members of both houses of Congress and to the 
House of Delegates of the American Medical Association. 


REPORT ON REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. Charles G. Hayden, Chairman, Massachusetts, presented 
the following report, which was adopted: 

Resolution No. 4 on Omnibus Health Bill_—There are six 
separate and distinct titles in the administration’s Omnibus 
Health Bill referred to in the resolution. The Committee on 
Legislation is opposed to the first four of these titles, approves 
the fifth in principle with suggested amendments, and supports 
actively the sixth. With the consent of the representative of the 
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Texas delegation, your reference committee recommends ap- 
proval of the attitudes adopted by the Committee on Legislation 
in regard to the various segments of the administration’s Om- 
nibus Health Bill (S. 886, H. R. 3458, and H. R. 3720). 


No. 5. Resolutions on Repeal of Sections 106 and 222 
of Public Law 761 


Dr. A. C. Scott Jr., on behalf of the Texas delegation, in- 
troduced the following resolutions, which were referred to the 
Reference Committee on Legislation and Public Relations: 

WuHerEAS, The bill H. R. 9366 to expand and extend social security 
was passed by the Congress on Aug. 13, 1954, including Section 106, which 
provides for medical certification, subject to regulation, review, and altera- 
tion by the Secretary of the Department of Health, Education, and Wel- 
fare, of permanent and total disability of workers; and 

WHEREAS, The certifying physicians will be paid from the social security 
or OASI (so-called trust fund); and 

WuHereas, The provisions of Section 106 of Public Law 761, 83rd 
Congress, open the way for physicians to become government contract 
practitioners in the Department of Healih, Education, and Welfare; and 

Wuereas, The provisions of Section 106 are unquestionably long and 
decisive steps toward nationalization of medicine with its resulting in- 
evitable deterioration in the quality of medical care; and 

Wuereas, The plan of the American Medical Association, which pro- 
vides for individual benefits to be based on the 5 or 10 best income 
years of the worker, virtually would eliminate the need for medical 
certification and its attendant burden on the taxpayer; and 

WHEREAS, It has been shown that the cost of administration would be 
much lower if the American Medical Association proposal were utilized 
than if medical certification procedure were followed, thus further protect- 
ing the taxpayers; and 

WHEREAS, Section 222 of Public Law 761 orders prompt referral of all 
individuals who apply for certification under Section 106, “to the state 
agency” administering the Vocational Rehabilitation Act for “‘necessary 
vocational rehabilitation services,”” thus providing federal medical care 
for all workers disabled over six months; now theretore be it 

Resolved, That the House of Delegates of the Texas Medical Associ- 
ation in regular annual session assembled this 24th day of April, 1955, 
deplores the passage of Public Law 761 including the objectionable Sec- 
tions 106 and 222 and urges the Congress of the United States to rescind 
these sections and to substitute for them the plan of the American 
Medical Association for protecting retirement benefits of disabled work- 
ers; and be it further 

Resolved, That copies of this resolution be sent to the President of 
the United States, the Secretary of the Department of Health, Education, 
and Welfare, all Texas members of both houses of Congress, and the 
House of Delegates of the American Medical Association. 


REPORT OF REFERENCE COMMITTEE ON LEGIS- 
LATION AND PUBLIC RELATIONS 

Dr. Charles G. Hayden, Chairman, Massachusetts, presented 
the following report, which was adopted: 

Resolution No. 5 on Repeal of Sections 106 and 222 of Public 
Law 76/.—This resolution calls for repeal of Sections 106 and 
222 of Public Law 761, which are amendments to the Social 
Security Act providing waiver of premiums for covered persons 
with permanent and total disability. Representatives of the 
American Medical Association opposed the enactment of these 
amendments on the two occasions when they were before the 
Congress, and the American Medical Association is still opposed 
to them now that they are part of the Social Security Act. 

Your reference committee recommends that this resolution 
be referred to the Board of Trustees for an opinion as to its 
practical aspects. 


No. 6. Resolution on National Blood Foundation 


Dr. A. C. Scott IJr., for the Texas delegation, presented the 
following resolution, which was referred to the Reference Com- 
mittee on Miscellaneous Business: 


Wuereas, The Harris County Medical Society in 1954 passed a reso- 
lution opposing the American Medical Association associating itself with 
the national Blood Foundation and this resolution was presented to the 
Texas Medical Association by this society; and 

WHEREAS, The American Medical Association entered into an agreement 
with the other component members of the national Blood Foundation; 
namely, the American Red Cross, the American Hospital Association, the 
American Society of Clinical Pathologists, and the American Association 
of Blood Banks, for purposes of studying the entire national plan of 
blood-banking with the purpose of creating a standard national blood- 
banking program; and 
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WHEREAS, It was assumed that all members entering into such investf- 
gative studies were doing so with open minds; and 

WHEREAS, Public statements by Dr. David Grant, national director of 
the American Red Cross Blood Program, printed in the New York City 
newspaper Newsday on Dec. 15, 1954, predicted “a free blood program 
will be established by a national Blood Foundation within a year"; and 

Wuereas, This philosophy of so-called free blood is contrary to the 
principles of the free enterprise system that has made this country great; 
and 

Whereas, There is no such thing as “free blood’; and 

WHEREAS, The interest of the national Blood Foundation is already 
expressed in the existence of the American Association of Blood Banks; 
and 

WHEREAS, The great preponderance of blood-banking organizations are 
not related to the American Red Cross but remain for the most part 
under the direction and guidance of the medical profession: now there- 
fore be it 

Resolved, That the Texas Medical Association recommend to the House 
of Delegates of the American Medical Association that the past acts of 
the national Blood Foundation and the public statements of the American 
Red Cross indicate that the American Medical Association should with- 
draw its connection with the national Blood Foundation and lend its 
support to a strengthening of the American Association of Blood Banks 
aS an independent entity. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Norman A. Welch, Chairman, Massachusetts, submitted 
the following report, which was adopted: 

Resolution No. 6 on National Blood Foundation.—Y our 
reference committee was fortunate in having the advantage of 
comments by Drs. David Grant and Paul Wermer, in addition 
to the remarks made by Dr. Leonard Larson of the Board of 
Trustees, who is president of the Blood Foundation. In view of 
the fact that Dr. Grant apparently has been misquoted with 
respect to a free blood program and inasmuch as your reference 
committee feels that there has been some misunderstanding 
concerning the Blood Foundation, it recommends that this reso- 
lution be not adopted. 


No. 7. Resolutions on Repeal of Section 8, Chapter 1, 
of Principles of Medical Ethics 


Dr. Carl A. Lincke, for the Ohio delegation, introduced the 
following resolutions, which were referred to the Reference 
Committee on Miscellaneous Business: 


WHEREAS, The house of delegates of the Ohio State Medical Associ- 
ation on April 22, 1955, adopted the following resolution: 

“WHEREAS, Physicians have been dispensing drugs since the day 
of Hippocrates; and 

“WHEREAS, Patients of at least most general practitioners have 
been receiving, and will continue to expect to receive, part or ail 
of their medication directly from their family physician: and 

“WHEREAS, The family physician has had adequate training to 
enable him to adequately dispense medication properly, and is 
thoroughly competent to do so; and 

“WHEREAS, It is not the practice or intent of the great majority 
of physicians to compete with drugstores or dispense medication or 
appliances for pecuniary profit, but on the contrary, the dispensing 
is solely for the economy and convenience of the patient; now there- 
fore be it 

“Resolved, That the House of Delegates of the Ohio State Medical 
Association meeting in Cincinnati on Tuesday, April 19. 1955, adopt 
the following resolution: That Sec. 8, Chapter I, page 12. of the 
December, 1954, revision of the Principles of Medical Ethics of the 
American Medical Association be eliminated, viz., 

‘It is unethical for a physician to participate in the ownership of 
a drugstore in his medical practice area unless adequate drugstore 
facilities are otherwise unavailable. This inadequacy must be con- 
firmed by his component medical society. The same principle applies 
to physicians who dispense drugs or appliances. In both instances the 
practice is unethical if secrecy and coercion are employed or if 
financial interest is placed above the quality of medical care. On 
the other hand, sometimes it may be advisable and even necessary 
for physicians to provide certain appliances or remedies without profit 
which patients cannot procure from other sources.’ 

And the following be substituted: 

“It is unethical for a physician to suggest or request any person 
to have a prescription filled at a drugstore in which the physician has 
a financial interest or from which he may expect either directly or 
indirectly a pecuniary return. It is not unethical for a physician to 


PROCEEDINGS OF THE ATLANTIC CITY MEETING 841 


dispense drugs or appliances except where the physician's financial 
interest in such dispensing is placed above the quality of medical 
care’; therefore be it 
Resolved, That the House of Delegates of the American Medical Associ- 
ation in session June 6-9, 1955, hereby repeals existing Section 8, Chapter 
I, of the Principles of Medical Ethics and enacts in lieu thereof the 
following: 

“It is unethical for a physician to suggest or request any person 
to have a prescription filled at a drugstore in which the physician 
has a financial interest or from which he may expect either directly 
or indirectly a pecuniary return. It is not unethical for a physician 
to dispense drugs or appliances except where the physician's financial 
interest in such dispensing is placed above the quality of medical 
care.” 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Norman A. Welch, Chairman, Massachusetts presented 
the following report, which, after discussion and after a motion 
to refer the matter to the Council on Constitution and Bylaws 
for study was lost, was adopted: 

A great many individuals appeared before your committee in 
the interest of several resolutions submitted to it requesting 
amendment to or deletion of Section 8, Chapter I, of the Prin- 
ciples of Medical Ethics, and the bulk of your committee’s time 
Was spent on this very important and complex matter. With 
reference to this problem, the following resolutions were con- 
sidered: Nos. 7, 12, 16, 18, 22, 35, 39, 58, 62, and 73. 

Your committee recommends that no one of these resolu- 
tions be adopted as submitted but does recommend deletion of 
Section 8, Chapter I of the Principles of Medical Ethics, which 
now reads: 


OWNERSHIP OF DRUGSTORES AND DISPENSING OF DRUGS 
AND APPLIANCES BY PHYSICIANS 

Sec. 8.—It is unethical for a physician to participate in the ownership 
of a drugstore in his medical practice area unless adequate drugstore 
facilities are otherwise unavailable. This inadequacy must be confirmed by 
his component medical society. The same principle applies to physicians 
who dispense drugs or appliances. In both instances, the practice is un- 
ethical if secrecy and coercion are employed or if financial interest is 
placed above the quality of medical care. On the other hand, sometimes 
it may be advisable and even necessary for physicians to provide certain 
appliances or remedies without profit which patients can not procure from 
other sources. 


Your committee recommends thai the following be substituted 
in lieu thereof: 


DISPENSING OF DRUGS AND APPLIANCES BY PHYSICIANS 

Sec. &8—It is not unethical for a physician to prescribe or supply 
drugs, remedies, or appliances as long as there is no exploitation of the 
patient. 

The following portion of the report of the Reference Commit- 
tee on Miscellaneous Business was read by Dr. Welch and was 
adopted: 

Your reference committee has also carefully considered the 
several resolutions concerning the dispensing of glasses and other 
practices of ophthalmologis‘s, and it has carefully read the joint 
statement of the report of the committee of three ophthalmolo- 
gists representing the three national ophthalmological groups 
published in THe JOURNAL of the American Medical Association 
on Dec. 25, 1954, and which was set forth in the annual report 
of the Judicial Council to the House of Delegates at its Decem- 
ber, 1954, session. 

Your reference committee believes that the Principles of 
Medical Ethics apply to all members of the American Medical 
Association and decries the implication that different principles 
of ethics apply to any section or any segment of the profession. 
It therefore recommends that the House of Delegates withdraw 
its endorsement of that joint statement and, further, that he 
House of Delegates reaffirm that the Principles of Medical Ethics 
apply to all doctors of medicine and that these Principles are 
to be observed according to their spirit and intent by each and 
every member of the American Medical Association. 
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No. 8. Resolution on Use of Radium or 
Radioactive Isotopes 


Dr. Carl A. Lincke, for the Ohio delegation, introduced the 
following resolution, which was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health: 

Wuereas, The House of Delegates of the American Medical Association 
in June, 1951, adopted a resolution supporting a recommendation that 
the use of radium and radioactive isotopes be under the supervision of 
one certified in radiology or therapeutic radiology; and 

WHEREAS, The states license physicians to use all drugs and agents 
useful in the diagnosis and treatment of diseases; and 

WHEREAS, The boards of certification are private organizations without 
legal status to regulate the practice of medicine; and 

WHerEAS, No drug or agent that is useful or may become useful in 
the diagnosis or treatment of disease should be limited in its use to 
physicians with special interests or in limited fields of practice; and 

WHEREAS, Radioactive isotopes have already been proved and are 
continuing to be proved by physicians of widely diverse interests to have 
extraordinarily wide and unique applications as clinical biochemical tools 
and drugs that are useful in the diagnosis or treatment of diseases; and 

WHEREAS, Physicians will not wish to engage in any practices that 
remove incentive or stifle initiative to discover new applications or 
to improve existing applications of radioactive isotopes in the diagnosis 
or treatment of diseases; an 

WuHuereas, The history of medicine is replete with examples of advances 
in the art and science of medicine made by individual physicians regardless 
of their special interests and training; and 

WHEREAS, The new thoughts and discoveries that originate in the minds 
of men are often revealed in the nature of acts of God and as mani- 
festations of divine inspiration; and 

Wuereas, The House of Delegates of the Ohio State Medical Asso- 
ciation on April 22, 1955, adopted a resolution recommending that the 
action of the American Medical Association House of Delegates in June, 
1951, should be rescinded; now therefore be it 

Resolved, That the action taken by the House of Delegates of the 
American Medical Association in June, 1951, is hereby rescinded to 
remove any barrier which may now exist to the use of radium or radio- 
active isotopes by any physician consonant with the practices established 
among his fellow physicians of his community. 


REPORT OF REFERENCE COMMITTEE ON 
HYGIENE, PUBLIC HEALTH, AND 
INDUSTRIAL HEALTH 


Dr. J. Arnold Bargen, Chairman, Minnesota, submitted the 
following report, which was adopted: 

Resolution No. 8 on Use of Radium or Radioactive Isotopes. 
—Your reference committee reviewed the action of the House 
of Delegates of June, 1951, referred to in this resolution, very 
carefully and heard arguments on both sides of this question. 
Although the June, 1951, action of the House begins by saying, 
“Radium element, its disintegration products, as well as radio- 
active isotopes, should be under the supervision of one certified 
in radiology or therapeutic radiology,” it goes on to say, “where 
this is not practicable the hospital staff should consult the near- 
est advisory committee on radium and radioactive isotopes, 
composed of a therapeutic radiologist, a physicist, a gynecolo- 
gist, a urologist, a surgeon and an internist. 

Your reference committee would like to call attention further 
to the fact that the Atomic Energy Commission and its Com- 
mittee on Human Use licenses people to use these isotopes, and 
the Atomic Energy Commission established safeguards long 
ago. It was your reference committee’s opinion that the use of 
radium and radioactive isotopes be best left in the hands of 
physicians especially trained in their use and therefore feels it 
unwise to rescind the June, 1951, action of the House. 


No. 9. Resolution on Tax Deferment for Self-Employed 


Dr. William M. Skipp, for the Ohio delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Legislation and Public Relations: 


WHEREAS, Corporations are entitled to establish pension and retirement 
plans with tax deferment privileges for officers and employees; and 

WHEREAS, Physicians and other self-employed persons are denied this 
benefit; and 

Wuereas, Passage of tax deferment bills, like the Jenkins-Keogh-Ray 
measures now pending in Congress, would be beneficial to the self- 
employed; and 

Wuereas, The House of Delegates of the Ohio State Medical Associ- 
ation has endorsed these proposals and has officially requested its repre- 
sentatives in the U. S. Senate and U. S. House of Representatives to 
support them; now therefore be it 
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Resolved, That this House of Delegates urges ag State medical 
societies to take similar action, if they have not done so, in order to 
impress upon all members of the Congress the ‘desirability of enacting 
legislation of this kind. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. Charles G. Hayden, Chairman, Massachusetts, read the 
following report, which was adopted: 

Resolution No. 9 on Tax Deferment for Self-Employed.— 
This resolution, having to do with tax deferment for the self- 
employed, is a reemphasis of an established policy of the Ameri- 
can Medical Association. Your reference committee recom- 
mends its approval, with the additional recommendation that 
state and local medical societies be encouraged to join forces 
with state and local bar associations and other interested pro- 
fessional groups seeking a similar enactment. 


No. 10. Resolution on Specialist Consultation Services 


Dr. Frank J. Holroyd, for the West Virginia delegation, intro- 
duced the following resolution, which was referred to the Ref- 
erence Committee on Insurance and Medical Service: 

WHEREAS, Two area medical administrators of the United Mine Workers 
Welfare and Retirement Fund, Dr. Leslie A. Falk of Pittsburgh and 
Dr. Hubert T. Marshall of Morgantown, W. Va., mailed identical letters, 
dated March 1, 1955, to the physicians in their respective areas, which 
Stated in part: 

“5. We are glad to make specialist consultation services freely avail- 
able. Since this is so, payment will be made for professional services 
for other types of hospitalized patients only if the patient has been seen 
in consultation prior to admission by a participating physician qualified 
in the appropriate specialty. In communities where specialists are not 
locally available, arrangements for consultative service on a single or 
continuing basis must be made through the Area Medical Office. A copy 
of the consultant’s report is to accompany the attending physician’s bill 
when submitted”; and 
Wuereas, The requirement quoted in paragraph 5 of the letter griev- 

ously questions the integrity and professional qualifications of the general 
physicians in West Virginia; now therefore be it 

Resolved, That the Council of the West Virginia State Medical Asso- 
ciation go on record as vigorously disapproving this action of the two 
area medical administrators and instruct its American Medical Association 
delegates to offer this resolution for the conswteration of the members of 
the House of Delegates of the American Medical Association at the 
next meeting. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MwDICAL SERVICES 


Dr. James Z. Appel, Chairman, Pennsylvania, presented the 
first portion of the following report, and Dr. Eugene F. Hoff- 
man, California, member of the reference committee, presented 
the final portion. The report of the reference committee was 
adopted: 

Resolution No. 10 on Specialist Consultation Services; Reso- 
lution No. 29 on Welfare and Retirement Fund of United Mine 
Workers of America; Resolution No. 57 on Medical Care for 
Beneficiaries of United Mine Workers Fund; Resolution No. 
60 on United Mine Workers Medical Care Plan.—Your refer- 
ence committee has considered carefully the reports and resolu- 
tions presented to it. These resolutions referred to a directive 
issued by the U. M. W. A. Welfare and Retirement Fund, dated 
March 1, 1955, which instituted certain changes in its regula- 
tions. Inasmuch as the chairman of the reference committee 
is from Pennsylvania and another member of the committee, 
Dr. Frank J. Holroyd is from West Virginia, both states sub- 
mitting resolutions on this subject, Dr. Appel and Dr. Holroyd 
requested that they be disqualified from consideration of these 
resolutions. As a result, and over the protest of Dr. Warren 
F. Draper, executive medical officer of the U. M. W. A. Welfare 
and Retirement Fund, Dr. Eugene F. Hoffman of California 
assumed the chairmanship of this reference committee in its 
deliberations in preparing a report along with Drs. Grover C. 
Penberthy, Section on Surgery, General and Abdominal, and 
John K. Glen, Texas. 

The subject matter contained in resolutions 10, 29, 57, and 
60 concerning the directive issued by the executive medical 
officer of the Welfare and Retirement Fund of the United Mine 
Workers of America created long and heated discussion. After 
considering this directive and all of its implications as well as 
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the reaction it has caused among the physicians in the bituminous 
coal mining areas throughout the United States and after lengthy 
conversations with the executive medical officer of the U. M. 
W.A. Welfare and Retirement Fund, your reference committee 
recommends the adoption of the following substitute resolutions 
in lieu of the four resolutions previously listed: 


Resolved, That the House of Delegates of the American Medical Asso- 
ciation expresses its disapproval of that portion of the directive issued 
by the executive medical officer of the U. M. W. A. Welfare and Retire- 
ment Fund which requires consultation by a specialist before admission 
to a hospital of all beneficiaries of this program who are treated by 
physicians other than those approved by the U. M. W. A. Welfare and 
Retirement Fund as specialists; and be it further 

Resolved, That all other controversial matters arising between the 
U. M. W. A. Welfare and Retirement Fund and the participating physi- 
cians which cannot be reconciled at the local or state level shall be 
promptly referred to the Committee on Medical Care for Industrial 
Workers of the Council on Medical Service and the Council on Industrial 
Health of the American Medical Association, 


No. 11. Resolution on Provision of House of Delegates 
Material to Nondelegate Representatives of State 
Medical Associations 


Dr. Bruce Underwood, on behalf of the Kentucky delega- 
tion, introduced the following resolution, which was referred 
to the Reference Committee on Miscellaneous Business: 


WHEREAS, The House of Delegates of the American Medical Association 
is composed of delegates from the various states and territories and is 
the voice of organized medicine in our nation; and 

WHEREAS, Its discussions, debates, and decisions on policy matters are 
of intense interest to the presidents and other representatives of con- 
Stituent state medical associations who attend the sessions of the House 
at each meeting; and 

WHEREAS, These representatives, because of their concern for the welfare 
of organized medicine and their legitimate interest in it, have traveled 
great distances, usually at their own expense, to observe the House of 
Delegates in action; now therefore be it 

Resolved, That the headquarters office, under the direction of the 
Speaker of the House of Delegates, insofar as it is practical and reason- 
able, be authorized and requested to furnish each state medical association 
at least one additional set of all written material which is furnished to 
each delegate in order that the proceedings of the House of Delegates 
may be more meaningful to the nondelegate representatives of state medical 
associations who attend the meetings of the House of Delegates. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Norman A. Welch, Chairman, Massachusetts, presented 
the following report, which was adopted: 


Resolution No. 11.—It was brought out in the reference com- 
mittee hearing that presidents and secretaries of state medical 
societies attending the meeting of the House of Delegates are 
at a disadvantage in not having available to them resolutions 
and committee reports submitted to the delegates. It is their 
wish that this material also be made available to designated 
state officers who attend meetings of the House of Delegates. 
Your reference committee further recommends that an addi- 
tional copy also be made available to each scientific section. 


No. 12. Resolutions on Ethics of Dispensing Glasses 


Dr. Charles C. Smeltzer, on behalf of the Tennessee delega- 
gation, introduced the following resolutions, which were referred 
to the Reference Committee On Miscellaneous Business: 


WHEREAS, There is a ruling of the American Medical Association that 
“ophthalmologists cannot ethically provide glasses tor their patients unless 
the service is unavailable without hardship or inconvenience to the 
patient,” and “it is unethical for ophthalmologists to profit from the 
sale of glasses;"’ as well as “it is unethical for an ophthalmologist to 
profit from the services of an optician working either in his office or on a 
referral basis’’; and 

WHEREAS, It is the opinion of the Tennessee State Medical Association 
that the patient measurably benefits from the responsible physician’s con- 
trol over quality and accuracy of the dispensing as well as intelligent 
fitting service; and 

Wuereas, The prescribing physician has the sole responsibility for 
the patient’s vision and comfort; and 

WHEREAS, The Tennessee Academy of Ophthalmology and Otolaryngol- 
ogy has recommended to the house of delegates of the Tennessee State 
Medical Association to instruct its delegates to the American Medical 
Association to support a movement for repeal of the American Medical 
Association ruling of declaring the dispensing of glasses by ophthalmolo- 
gists as unethical; therefore be it 
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Resolved, That the Housé of Delegates of the American Medical Asso- 
ciation determine that the responsibility of the ophthalmologist for glasses 
is a medical problem not to be separated from the eye examination; and 
be it further 

Resolved, That the ophthalmologists be urged to accept the responsi- 
bility involved in the proper dispensing of glasses to their patients; and 
be it further 

Resolved, That by this action, through regular procedure, the delegates 
from Tennessee petition the American Medical Association to take appro- 
priate action wherein it will not be unethical for ophthalmologists to 
fit glasses in their offices provided there is no profit from such pro- 
cedure; and be it further 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation take appropriate action to repeal the ruling declaring dispensing of 
glasses by ophthalmologists as unethical. 


Nore: The report of the Reference Committee on Miscel- 
laneous Business on Resolution No. 12 will be found following 
Resolution No. 7 on page 841. 


No. 13. Resolution on Teaching in or Associating with 
Schools of Optometry 


Dr. Charles C. Smeltzer, for the Tennessee delegation, intro- 
duced the following resolution, which was referred to the Ref- 
erence Committee on Medical Education and Hospitals: 


Wuereas, The American Optometric Association in executive session 
in 1954 passed a resolution that “all visual care lies within the scope of 
optometry and should be controlled exclusively by optometry”; and 

WHEREAS, The delegates from Tennessee to the American Medical Asso- 
clation have been instructed by the house of delegates of the Tennessee 
State Medical Association to petition for action on this matter; therefore 
be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation take appropriate action which would make it unethical for any 
doctor of medicine to teach in or be associated with any school or college 
of optometry, except that this shall not apply to heads of departments of 
ophthalmology of professional rank in state universities who have as part 
of their duties some advisory capacities in schools of optometry which 
are an integral part of those universities. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. Dwight L. Wilbur, Chairman, California, submitted the 
following report: 


Resolution No. 13 on Teaching in or Associating with Schools 
of Optometry.—This resolution has been withdrawn. 


No. 14. Resolutions on Residency Training in Pediatrics 


Dr. Charles C. Smeltzer, on behalf of the Tennessee delega- 
tion, introduced the following resolutions, which were referred 
to the Reference Committee on Medical Education and Hos- 
pitals: 


WHEREAS, Hospitals were formerly permitted to apply for and obtain 
one year residency training in pediatrics but this requirement is now 
being changed to two years; and 

WHEREAS, There is some evidence that the requirements for such ap- 
proval under the present policies of the American Board of Pediatrics 
are sO stringent as to preclude almost automatically the approval of appli- 
cant hospitals except those operated by or affiliated with a medical 
school; and 

WHEREAS, Such a policy, if followed, will result in the closing of many 
pediatric departments with a subsequent weakening of the program offered 
in rotating internships and in nurses’ training; and 

WHEREAS, This policy is thought not to be in the public interest or in 
the interest of graduate training in general; and 

WHEREAS, The American Medical Association has three representatives 
on the American Board of Pediatrics and is therefore directly concerned 
with the policies of this Board; and 

WHEREAS, The house of delegates of the Tennessee State Medical Asso- 
ciation has passed a resolution requesting the House of Delegates of the 
American Medical Association to investigate these alleged policies; and 

WHEREAS, The Tennessee State Pediatrics Society has passed the same 
resolution; therefore be it 

Resolved, By the House of Delegates of the American Medical Associ- 
ation that the Speaker of this House refer this resolution to the appropri- 
ate committee; and be it further 

Resolved, That such committee is hereby requested to investigate the 
present policy of the American Board of Pediatrics in approving hospitals 
for residency training with particular interest in the question of whether 
too much emphasis is placed on medical school affiliation and whether 
too little attention is given to the public welfare and graduate training 
in other fields; and be it further 

Resolved, That sueh committee is hereby requested to report its findings 
to this session of the House of Delegates if possible. 
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REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. Dwight L. Wilbur, Chairman, California, presented the 
following report, which was adopted: 

Resolution No. 14 on Residency Training in Pediatrics.— 
Your reference committee would like to inform the House of 
Delegates of the responsibilities, organization, and procedures 
of the residency review committees in the various specialties. 

Organization.—A residency review committee in a specialty 
consists of three representatives appointed by the Council on 
Medical Education and Hospitals and three representatives ap- 
pointed by the appropriate American specialty board. Of the 
Council's representatives, two must be specialists in the field. 

Officers.—The chairman of the committee is a representative 
of the specialty board, the vice-chairman is a representative of 
the Council, and the secretary is Director of the Division of 
Graduate Education and Hospitals of the Council on Medical 
Education and Hospitals. 

Responsibilities. —Representatives of a residency review com- 
mittee are empowered (1) to act in behalf of the two organiza- 
tions in the approval of residency programs; (2) to act in a 
recommendatory capacity regarding requirements and training 
programs in the specialty; (3) to act in a recommendatory 
capacity regarding matters of policy affecting the operations of 
the committee (any major policy change or any change in train- 
ing requirements must go back to the Council and the specialty 
board for approval). 

Procedure.—1. Application is made by the hospital to the 
office of the Council on Medical Education and Hospitals. 2. 
The basic inspection is made by one of the field representatives 
employed by the Council on Medical Education and Hospitals. 
3. The inspection report and the information from the hospital 
are then submitted to the residency review committee for con- 
sideration and action. 4. In some specialties occasionally a 
“regional evaluation” is made by a specialist in that field who 
acts only in a recommendatory capacity concerning the pro- 
fessional qualifications to the residency review committee. 

Your reference committee recognizes that the real problem 
involved in this mechanism, which has been of relatively recent 
development has been one of delay of action. It further recog- 
nizes that it is the stated policy of the Council on Medical 
Education and Hospitals that in order to obtain approval for a 
residency training program no differentiation is made between 
university and nonuniversity-affiliated hospitals. Your committee 
urges the Council on Medical Education and Hospitals to make 
every effort to expedite the approval of residencies in hospitals 
and the actions of the residency review committees as rapidly 
as iS Consistent with sound practical consideration. 

This information, in your committee’s Opinion, answers the 
request of the resolution, and it is recommended that this reso- 
lution be referred to the Council on Medical Education and 
Hospitals. 


No. 15. Resolutions on Accreditation of Hospitals 
Dr. James Q. Graves, for the Louisiana delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Medical Education and Hospitals: 


Whereas, The American Medical Association is the recognized official 
organization to represent medicine in the United States; and 

WHEREAS, It is not only the privilege but the obligation of this organ- 
ization to protect and safeguard medical care to the patients and to 
assist in every way possible to maintain the high standards of medicine 
and surgery; and 

WHEREAS, The American Medical Association is the only organization 
which can and should speak officially for physicians regardless of which 
field of medicine they practice; and 

WHEREAS, There is a marked growing unrest due to the fact that the 
American Medical Association has not met its full obligations in regard 
to accreditation of hospitals for patient care; and 

WHEREAS, There are two phases of accreditation of hospitals, one having 
to do with strictly housekeeping problems—the part which is unquestion- 
ably that of hospitals—and the other having to do with the care of the 
patient by the physician, staff organization, and of course the intern 
and resident training program; and 

Wuereas, If this obligation is not met satisfactorily and soon, it will 
be increasingly difficult to discharge our responsibility, which is the 
patient, whereby we can render hm the best medical service in the most 
economical fashion; now therefore be it 
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Resolved, That the American Medical Association assume its true 
responsibility and establish an accreditation of hospitals in regard to 
care of patient by physician, staff organization, and the intern and resident 
training program; and be it further 

Resolved, That if the American Hospital Association still has the desire 
to assist in the accreditation of hospitals, it be urged and invited to 
cooperate with the American Medical Association in continuing its 
accreditation in regard to the strictly physical problem which is unques- 
tionably its responsibility; and be it finally 

Resolved, That the house of delegates of the Louisiana State Medical 
Society present this resolution to the House of Delegates of the American 
Medical Association, 


Note: The report of the Reference Committee on Medical 
Education and Hospitals on Resolution No. 15 will be found 
following Resolution No. 3 on page 840. 


No. 16. Resolution on Amendment of Section 8, 
Chapter I, Principles of Medical Ethics 


Dr. Joseph C. Griffith, for the Wisconsin delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Miscellaneous Business: 

Resolved, That Section 8, Chapter 1, of the Principles of Medical 
Ethics be revised to read as follows: 

“The sale of appliances, devices, and remedies prescribed for patients 
is incidental to the practice of ethical physicians and is without ex- 
ploitation of the patient.” 


Note: The report of the Reference Committee on Miscel- 
laneous Business on Resolution No. 16 will be found following 
Resolution No. 7 on page 841, 


No. 17. Resolution on Board of Mediation for Joint 
Commission on Accreditation of Hospitals 


Dr. George F. Gsell, on behalf of the Kansas delegation, in- 
troduced the following resolution, which was referred to the 
Reference Committee on Medical Education and Hospitals: 

WHEREAS, The American Medical Association is the proper official 
Organization representing medicine in the United States; and 

WHEREAS, It is the obligation of this organization to protect and safe- 
guard medical care to the patients; and 

WHEREAS, There has been no immediate recourse for a hospital which 
has been placed on a probationary or nonaccredited list except to comply 
with the evaluation of the examiner; and 

WHEREAS, If there ts not an early, acceptable discharge of this obliga- 
tion, it will be increasingly difficult to execute this responsibility to the 
patient to provide him the best medical service in the most economical 
fashion; therefore be it 

Resolved, That a board of mediation be formed within the joint 
accreditation commission before which institutions on probation may 
present evidence of their proficiency. 


Note: The report of the Reference Committee on Medical 
Education and Hospitals on Resolution No. 17 will be found 
following Resolution No. 3 on page 840. 


No. 18. Resolution on Amendment of Principles of 
Medical Ethics, Section 8, Chapter | 


Dr. George F. Gsell, for the Kansas delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Miscellaneous Business: 


WHEREAS, Section 8, Chapter I of the Principles of Medical Ethics of 
the American Medical Association, as recently revised, denies to physicians 
the right to dispense drugs, one of their privileges and duties from time 
immemorial; and 

WHEREAS, This restriction of his rights is not justified and is not in 
the interest of either the public or the physician; and 

WHEREAS, Section & further denies to physicians the right to Ownership 
of a pharmacy if they so desire, one of the constitutional rights of any 
American citizen; and 

WHEREAS, This restriction of his rights is not justified and is not in 
the interest of either the public or the physician; and 

WHEREAS, Section 8 further denies to physicians the right to a fair and 
reasonable profit in the providing of remedies to patients; and 

WHEREAS, This restriction is contrary to every sound economic principle 
in the system of free enterprise; and 

WHEREAS, These provisions in Section 8 imply on the part of our 
American Medical Association leadership a lack of faith in the integrity 
of the medical profession as a whole to exercise honestly these rights 
in the best interests of their patients; and 

WHEREAS, This implication is entirely unwarranted and highly repug- 
nant to all of us as honest and conscientious practitioners of medicine; and 
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WHEREAS, This principle has also been endorsed by the section on eye, 
€ar. nose, and throat of the Kansas Medical Society; therefore be it 

Resolved, That Section 8, Chapter I of the Principles of Medical Ethics 
be revised by the House of Delegates of the American Medical Associa- 
tion with the elimination of sentences 1, 2, 3, and 5 in Section &, and by 
Substituting in their place an affirmation of the above fundamental 
rights of physicians in the interest of both the public and the medical 
profession. 


Note: The report of the Reference Committee on Miscellane- 
ous Business on Resolution No. 18 will be found following 
Resolution No. 7 on page 841. 


No. 19. Resolutions on Medical Society—Sponsored 
Voluntary Health Insurance Plans 


Dr. W. W. Baum, on behalf of the Oregon delegation, intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Insurance and Medical Service: 

WHEREAS, Medical societies in most of the states have sponsored and 
caused to be organized voluntary prepaid medical care plans, the majority 
of which exchange information and knowledge through an association 
known as Blue Shield Medical Care Plans; and 

WHEREAS, Such plans, a majority of which operate on a combination 
“service-indemnity’’ basis, have enrolled in excess of 40 million persons; 
and 

WHEREAS, It is essential to the free practice of medicine for the medical 
profession to continue to exert substantial influence ovei all aspects of 
voluntary health insurance; and 

WHEREAS, This is best accomplished by having medical society-sponsored 
voluntary health insurance plans in active, healthy competition with all 
other forms of voluntary health insurance; and 

WHEREAS, The continued, successful operation of such medical society— 
sponsored health insurance plans is jeopardized because the plans in 
various states are not uniform; therefore be it 

Resolved, That the American Medical Association establish minimum 
standards for subscriber eligibility, contract benefits, and other basic 
elements for medical society-sponsored voluntary health insurance plans; 
and be it further 

Resolved, That the American Medical Association strongly urge all 
medical society-sponsored voluntary health insurance plans to offer a 
“service benefits’ contract containing substantially uniform minimum 
benefits. in addition to other contracts that may be indicated by local 
circumstances, and that the American Medical Association § actively 
encourage state and local medical societies to sponsor voluntary health 
insurance plans that conform to this principle. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 


Dr. James Z. Appel, Chairman, Pennsylvania, presented the 
following report, which, after discussion, was adopted: 

Resolution No. 19 on Medical Society-Sponsored Voluntary 
Health Insurance Plans; Resolution No. 50 on Voluntary Pre- 
paid Medical Care for the American People; Resolution No, 63 
on Voluntary Prepayment Insurance Programs; Resolution 
No. 68 on Voluntary Medical Care Plans.—Y our reference com- 
mittee has held long and illuminating discussions on these reso- 
lutions. It wishes to point out that the staffs of the Council on 
Industrial Health, the Law Department, the Council on Medical 
Service, and others within the American Medical Association 
have been working diligently with the Commission on Medical 
Care Plans and have obtained for the consideration of the com- 
mission a tremendous amount of material. The discussion 
brought forth the complexity of the entire problem involving, as 
it does, possible wide variations in statutes and practices through- 
out the United States. The importance of the problem is great 
because of the impact on the public and the medical profession. 
The Commission on Medical Care Plans has met and is con- 
sidering these matters. Your committee, therefore, recommends 
to the House of Delegates that these resolutions be referred to 
the commission and that the commission be directed to expedite 
this study as soon as possible. 


No. 19-A. Resolution on Identification of Anesthetic Agents 


Dr. George A. Unfug, for the Colorado delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Hygiene, Public Health, and Industrial Health: 


Wuereas, There is continuing danger of painful or even fatal accidents 
in surgical Operating rooms through injection into the human body of 
substances which can be confused with some type of local anesthetic 
agent, usually procaine or a related substance which because it is a clear 
solution can be easily confused with other clear soiutions; and 
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WHEREAS, Precautions presently taken to avoid such errors are not 
considered sufficiently effective; now therefore be it 

Resolved, That the Council on Pharmacy and Chemistry is requested 
to use its influence and offer its assistance to manufacturers of procaine 
and such related substances as are used for injection as anesthetic agents 
to adopt, if possible, a uniform, distinctive, and harmless dye to be 
added to such agents to make them positively and universally identifiable 
by color. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH AND INDUSTRIAL HEALTH 


Dr. J. Arnold Bargen, Chairman, Minnesota, presented the 
following report, which was adopted: 

Resolution No. 19-A on Identification of Anesthetic Agents.— 
Your reference committee heard both sides of this question and 
appreciates the sincere desire of the sponsors of this resolution 
but would like to point out that in view of the many other clear 
solutions that are being injected into human beings for one 
cause Or another and the difficulties of coloring such anesthetic 
agents as previously expressed by the manufacturer, it feels that 
such an undertaking would be beset with too many difficulties 
to make it practical or desirable. Your committee would suggest 
that this resolution be not approved. 


No. 20. Resolutions on Activities of Joint Commission 
on Accreditation of Hospitals 


Dr. George A. Unfug, on behalf of the Colorado delegation, 
introduced the following resolutions, which were referred to the 
Reference Committee on Medical Education and Hospitals: 


WHEREAS, The current accreditation of hospitals by the Joint Com- 
mission depends, as did the programs of some of its predecessors, too 
heavily on the report of an individual inspector rather than on one 
prepared by a team representing both professional and hospital services; 
and 

WHEREAS, In an attempt to require that all hospitals regardless of size. 
or location conform to national standards, the accreditation regulations 
of the Joint Commission have imposed many inequities and impractical 
requirements on hospitals and their medical staffs, such as staff attendance 
requirements which are unrealistic when applied to cities where, because. 
of local need, physicians are members of several hospital staffs and are’ 
thereby forced to attend six or more monthly staff meetings plus quarterly 
meetings; and 

WHEREAS, The insistence on general practice sections being limited 
to administrative functions in many hospitals whose staffs are fully 
capable of maintaining general practice sections of a caliber equal to 
other sections on a clinical review level likewise disregards the individual 
approach to local situations; now therefore be it 

Resolved, By the House of Delegates of the American Medical Associ- 
ation that the Council on Medical Education and Hospitals is hereby 
directed to undertake a critical evaluation of the Joint Commission's 
current standards for accreditation and of its current methods of inspec- 
tion, this evaluation to include a study of these problems in smaller 
metropolitan areas and cities and rural areas of the nation as well as 
in large metropolitan centers: and be it further 

Resolved, That this evaluation by the Council be reported to this 
House of Delegates at its 1955 interim session with recommendations 
whereby the American Medical Association may bring about the realiza- 
tion of more equitable hospital accreditation by the Joint Commission. 


Note: The report of the Reference Committee on Medical 
Education and Hospitals on Resolution No. 20 will be found 
following Resolution No. 3 on page 840. 


No. 21. Resolutions on Automotive Safety 


Dr. George A. Unfug, for the Colorado delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Hygiene, Public Health, and Industrial Health: 


WHEREAS, The American Medical Association is on record by reso- 
lution of its House of Delegates urging motorcar manufacturers of 
America that they consider equipping all automobiles with safety belts; and 

WHEREAS, Physicists and engineers estimate that the routine use of the 
automobile seat-belt would save at least 15,000 lives and prevent nearly 
one million injuries in this country annually; and 

WHEREAS, The use of automobile seat-belts has increased to the 
extent that 28 instances of the use of such belts in automobile crashes 
have been reported; and 

WHEREAS, Few if any, states include a notation of the use of seat-belts 
in their official reporting of motorcar accidents; and 

WHEREAS, The proof of the efficacy of this device waits upon the accu- 
rate recording and statistical evaluation of practical highway experience; 
now therefore be it 

Resolved, That the American Medical Association urges all state motor 
vehicle departments and/or officers of state police to provide for the 
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recording on the original accident report aS to whether the car involved 
was equipped with belts and whether the persons involved had the belts 
fastened at the time of the crash; and be it further 

Resoived, That the American Medical Association communicate this 
resolution directly to the motor vehicle departments of the states and 
territories and that the National Safety Council be asked to endorse this 
Study, 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. J. Arnold Bargen, Chairman, Minnesota, submitted the 
following report, which was adopted: 

Resolution No. 21 on Automotive Safety.—Since this House 
of Delegates has already gone on record urging motorcar manu- 
facturers of America to consider equipping automobiles with 
safety belts, and since this resolution concerns itself primarily 
with the results of a study of the use of such belts, your refer- 
ence committee suggests that the resolution be approved with 
the addition in line 17 following the word “departments,” the 
words “and/or officers of state police,” and the following sug- 
gestion be added to the resolution: “That the National Safety 
Council be asked to endorse this study.” 

Note: The additions suggested by the reference committee 
are inserted in Resolution No, 21 as printed. 


No. 22. Resolution on Dispensing of Glasses by 
Ophthalmologists 


Dr. John F. Lucas, for the Mississippi delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Miscellaneous Business: 


WHEREAS, A recent report of the Judicial Council of this Association 
contained a statement that “ophthalmologists cannot ethically provide 
glasses for their patients unless the service is unavailable without hard- 
ship or inconvenience to the patient’? and further that “it is unethical 
for ophihalmologists to profit from the sale of glasses’’ as well as that 
“it is unethical for an ophthalmologist to profit from the services of an 
optician working either in his office or on a referral basis’; and 

WHEREAS, The responsibility of the ophthalmologist in providing prover 
glasses is a medical problem not to be separated from eye examination; 
and 

WHEREAS, It is honestly and sincerely believed that the patient measur- 
ably benefits from the responsibile control of quality and accuracy in 
dispensing by the physician together with his inherent professional! fitting 
capabilities; and 

WHEREAS, The prescribing ophthalmologist is, has been, and will be 
ultimately responsible for both the wearing comfort and efficacy of the 
glasses; now therefore be it 

Resolved, That this House of Delegates does not consider the dispensing 
of glasses by ophthalmologists unethical nor does it consider a dispensing 
fee for such service unethical. 


Note: The report of the Reference Committee on Miscellane- 
ous Business on Resolution No. 22 will be found following 
Resolution No. 7 on page 841. 


No. 23. Resolution on Reimbursement for Collecting 
American Medical Association Dues 


Dr. Gerald D. Dorman, on behalf of the New York delega- 
tion, introduced the following resolution, which was referred to 
the Reference Committee on Reports of Board of Trustees and 
Secretary: 

WHEREAS, The American Medical Association transmits to its con- 
Slituent asscciations and societies 1% of the annual American Medical 
Association dues which these associations and societies collect; and 

WHEREAS, The Medical Society of the State of New York transmits 
one-half of the aforesaid 1% to its component county medical societies; 
and 

WHEREAS, The expenses of collecting American Medical Association 
dues by the Medical Society of the State of New York and its component 
county medical societies is considerably more than the 1% allowed by 
the American Medical Association; therefore be it 

Resolved, That the Treasurer of the American Medical Association is 
hereby directed to reimburse constituent and component associations and 
societies annually their full expenses for collecting and transmitting 
American Medical Association dues for the preceding calendar year. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 
Dr. A. H. Aaron, Chairman, New York, presented the follow- 
ing report, which was adopted: 


Resolution No, 23 on Reimbursement for Collecting Ameri- 
can Medical Association Dues.—Your reference committee 
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recognizes the seriousness of this problem to the Medical Society 
of the State of New York. It believes that this situation has 
national significance and, under such circumstances, should be 
referred to the Board of Trustees for further study and recom- 
mendation. 


No. 24. Resolution on History of Medicine Section 


Dr. J. Stanley Kenney, for the New York delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Sections and Section Work: 

WuerEAS, The Medical Society of the State of New York house of 
delegates on May 10, 1955, resolved that the delegates of the Medical 
Society of the State of New York to the House of Delegates of the 
American Medical Association be and hereby are instructed to propose 
by resolution that the American Medical Association institute at its 
annual scientific meeting a section on the history of medicine, to stimulate 
interest and encourage study of this important subject on a national 
level; and 

WHEREAS, The Constitution of the American Medical Association, Article 
1X, Section 3. New and Discontinued Sections, states: “‘An application for 
a new section or a request for discontinuance of an existing section shall 
be referred to the Board of Trustees for study, whereupon the Board 
shall make a recommendation to the House of Delegates as to the 
merits of the application. The House of Delegates may create new sections 
or may discontinue any existing section”; therefore be it 

Reso'ved, That the Board of Trustees through its Council on Scientific 
Assembly is hereby requested to study the feasibility and the desirability 
of a section on history of medicine in the Scientific Assembly of the 
American Medical Association and to report to this House. 


REPORT OF REFERENCE COMMITTEE ON SECTIONS 
AND SECTION WORK 


Dr. J. Wallace Hurff, Chairman, New Jersey, submitted the 
following report, which was adopted: 

Resolution No. 24 on History of Medicine Section.—Your 
reference committee has considered this resolution and recom- 
mends its adoption. 


No. 25. Resolutions on U. S. Medical Hall of Fame 


Dr. Charles H. Loughran, on behalf of the New York dele- 
gation, introduced the following resolutions, which were referred 
to the Reference Committee on Miscellaneous Business: 

Wuereas, Since the earliest beginnings of our Republic certain physi- 
cians have been at the forefront of progress, both scientifically and 
socially; therefore be it 


Resolved, That the Trustees of the American Medical Association are 
hereby requested to institute a study of the possible establishment of a 
U. S. Medical Hall of Fame; and be it further 


Resolved, That the Board of Trustees is hereby requested to report on 
this matter to this House of Delegates at our next annual meeting. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Norman A. Welch, Chairman, Massachusetts, read the 
following report, which was adopted: 

Your committee has considered Resolution No. 25, introduced 
by the New York Delegation, requesting the Trustees to institute 
a study of the possible establishment of a U. S. Medical Hall 
of Fame and to report on this matter to the House of Delegates 
at its next annual meeting. 


No. 26. Resolution on Policy of American Optometric 
Association Regarding Exclusion of Ophthalmologists 
from Field of Visual Care 


Dr. Hugh H. Hussey, District of Columbia, introduced the 
following resolution, which was referred to the Reference Com- 
mittee on Miscellaneous Business: 

WHEREAS, It is the stated policy of the American Optometric Associ- 


ation to exclude all others from the field of visual care including the 
ophthalmologist; and 

Wuereas, Legislation to implement this policy has been introduced 
in the various states and the District of Columbia; and 

WHEREAS, The enactment of such laws would deprive the general 
public of the highest caliber of professional medical eye care; and 

WHEREAS, Refraction is considered an integral function of medical 
ophthalmology; therefore be it 
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Resolved, That this House of Delegates approve the efforts of the execu- 
tive committee of the Section on Ophthalmology of the American Medical 
Association to safeguard the public from restrictive legislation designed 
to deprive the public of adequate medical eye care. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Norman A. Welch, Chairman, Massachusetts, presented 
the following report, which was adopted: 

Resolution No. 26 and Resolution No. 65.—These resolutions 
deal with present attempts of the American Optometric Associ- 
ation aimed at restricting the entire field of visual care to the 
profession of optometry. Your reference committee realizes that 
this is a very serious problem and recommends that the Associ- 
ation should use every effort possible to acquaint the various 
States with the danger embodied in this type of legislation. Your 
committee has had its attention called to the fact that this al- 
ready has been mentioned in the Secretary’s Letter No. 326 dated 
June 1, 1955. Your committee strongly urges the adoption of 
these resolutions. 


No. 27. Resolutions on Presumption of Service-Connected 
Disabilities 


Dr. Raymond T. Holden, District of Columbia, introduced 
the following resolutions, which were referred to the Reference 
Committee on Legislation and Public Relations: 

WuHereas, The relationship between military service and the subsequent 
development of disease or disability cannot be arbitrarily defined or 
established by law; and 

WHEREAS, The present practice of establishing service connection for 
a variety of diseases by legislative fiat without individual evaluation is 
resulting in a distortion of the underlying theory of legislation providing 
veterans’ medical care; and 

WHEREAS, The continuation and expansion of this practice will inevitably 
result in a defeat of the purpose and intent of the position of the Ameri- 
can Medical Association with respect to veterans’ medical care which 
was adopted in New York in June, 1953; therefore be it 

Resolved, That the American Medical Association adopt a firm position 
in Opposition to the establishment of service connection by presumption 
for disabilities developing after the termination of military servce; and 
be it further 

Resolved, That those diseases whose service connection is now estab- 
lished by legislative fiat without individual evaluation must in the future 
have their service connection established by firm medical evidence; and 
be it further 

Resolved, That some mechanism be established at a local and/or 
national level to aid effectively in the determination of service connection 
and that the details of this mechanism be arrived at in cooperation with 
proper representatives of the medical profession and the authorities of 
the Veterans Administration; and be it further 

Resolved, That the American Medical Association support any legis- 
lation which will accomplish these objectives; and be it finally 

Resolved, That this position be communicated to the Administrator of 
Veterans’ Affairs, the chairman of the Committee on Veterans’ Affairs 
of the House of Representatives, and the chairman of the Committee on 
Finance of the United States Senate. 


REPORT OF REFERENCE COMMITTEE ON LEGIS- 
LATION AND PUBLIC RELATIONS 


Dr. Charles G. Hayden, Chairman, Massachusetts, submitted 
the following report, which was adopted: 

Resolution No. 27 on Presumption of Service-Connected Dis- 
abilities —This resolution would amend and expand a similar 
resolution adopted by the House of Delegates in New York in 
June, 1953. Your reference committee recommends its adoption, 


No. 28. Resolutions on Articles in The Journal 


Dr. John K. Glen, for the Texas delegation, introduced the 
following resolutions, which were referred to the Reference 
Committee on Reports of Board of Trustees and Secretary: 

WHEREAS, THE JouRNaL of the American Medical Association of Jan. 
15, 1955, carried on page 270 an article by Victor Christgau, director of 
the Bureau of Old-Age and Survivors Insurance, Department of Health, 
Education, and Welfare, Social Security Administration, entitled ‘‘Medical 
Aspects of the Social Security ‘Disability Freeze’ Provisions’; and 

WHEREAS, This article purports to instruct physicians in the methods of 
implementing a law which many consider immoral and inimical (in the 
long run) to the best interests of our patients; and 
WHEREAS, This article was published at the request of the author; and 
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WHEREAS, THE JOURNAL is supported in large part by subscriptions of 
physicians and advertising funds of firms who abhor state medicine; now 
therefore be it 


Resolved, That the Editor of the American Medical Assoctation be 
requested that when such controversial issues are printed in THE JOURNAL 
of the American Medical Association a companion article presenting the 
Opposite side of such debatable issues also be printed in the same issue 
and in immediate proximity to such controversial articles; and be it 
further 

Resolved, That THE JOURNAL be requested to publish as soon as possible 
an article by the Law Department of the Association delineating the 
individual physician's right in not making himself a party to any 
implementation of the “disability freeze’’ provision in the new social 
security law, 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 


Dr. A. H. Aaron, Chairman, New York, submitted the follow- 
ing report, which was adopted: 

Resolution No. 28 on Articles in The Journal.—This resolu- 
tion was very carefully considered by your reference committee. 
It had the advice of the editor of THE JOURNAL, the Secretary 
and General Manager, and the Chairman of the Board of Trus- 
tees of the Association. This article was submitted by the 
Director of the Bureau of Old-Age and Survivors’ Insurance 
who requested its publication in THE JOURNAL of the American 
Medical Association. It was reviewed by the editorial staff and 
the Law Department, and it was changed from a philosophical 
to a factual document. An editorial footnote was attached to 
this article indicating that it was published by request of this 
bureau for information to the medical profession, since this had 
already been enacted into law. It is the opinion of your refer- 
ence committee that any article appearing in THE JOURNAL is 
carefully and thoroughly reviewed by the Editorial Department 
and appropriate councils of the Association; in fact, many 
articles appearing in THE JOURNAL could be considered by some 
as controversial. An attempt to secure companion articles for 
the many published would create such a hardship on the edi- 
torial staff as to make this impracticable. For this reason your 
committee believes that the article in question was adequately 
reviewed before publication. We recommend disapproval of this 
resolution. 


No. 29. Resolutions on Welfare and Retirement Fund of 
United Mine Workers of America 


Dr. Haroid B. Gardner, for the Pennsylvania delegation, in- 
troduced the following resolutions, which were referred to ihe 
Reference Committee on Insurance and Medical Service: 


WHEREAS, Certain basic changes in the operation of the Welfare and 
Retirement Fund of the United Mine Workers of America have been 
promulgated in a letter dated March 1, 1955, and have become effective 
as of April 15, 1955; and 

WHEREAS, These changes were established without consultations being 
held between the officials of said Welfare and Retirement Fund and the 
Officials of either the Medical Society of the State of Pennsylvania or the 
county medical societies involved prior to the announcement in the letter 
dated March 1, 1955; and 

WHEREAS, The Welfare and Retirement Fund professes that the changes 
are necessary to eliminate certain abuses of the fund by individual 
physicians, yet there has been no evidence of any utilization of the normal 
disciplinary mechanism of the state and county medical societies con- 
cerned; and 

WHEREAS, The changes establish the officials of the Welfare and Retire- 
ment Fund of the United Mine Workers of America as an independent 
agency for determining medical competence and specialist qualifications; 
and 

WHEREAS, The changes require a wholly impractical system of medical 
consultation prior to or shortly after hospitalization of every beneficiary 
of the fund; and 

WHEREAS, The changes interfere with the free choice of physician by 
the beneficiaries of the fund; and 

WHEREAS, The changes infer a lack of competence and qualification 
for medical practice on the part of a large body of the duly licensed 
physicians without having presented any evidence in support of this 
inference; and 

WHEREAS, The Medical Society of the State of Pennsylvania and many 
of the county societies in Pennsylvania involved in this controversy, as 
well as some not involved, have pronounced these changes of policy as 
unacceptable to the profession even to the point of approval of the with- 
drawal of individual physicians from the list of participating physicians 
of the Welfare and Retirement Fund provided those physicians who thus 
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voluntary withdraw from the list are willing to render medical service 
to the beneficiaries of the fund on a fee-for-service basis billed directly 
to the patient and not the fund; now therefore be it 


Resolved, That the House of Delegates of the American Medical 
Association expresses its disapproval of the changes in the operation of 
the Welfare and Retirement Fund of the United Mine Workers of 
America; and be it further 


Resolved, That the House of Delegates of the American Medical 
Association approves the action of the Medical Society of the State of 
Pennsylvania and its several component county medical societies which 
have withdrawn from cooperation with the Welfare and Retirement Fund 
of the United Mine Workers of America until satisfactory negotiations 
have been arranged and completed. 

Note: The report of the Reference Committee on Insurance 
and Medical Service on Resolution No. 29 will be found follow- 
ing Resolution No. 10 on page 842. 


No. 30. Resolution on Regulation of Press and Radio 
Announcements of Medical Subjects 


Dr. Hollis E. Johnson, Section on Diseases of the Chest, in- 
troduced the following resolution, which was referred to the 
Reference Committee on Legislation and Public Relations: 

WHEREAS, In recent years there has been a flood of advance publicity 
appearing in the daily press and national periodicals concerning discoveries 
and uses of new drugs in the field of medicine; and 

WHEREAS, Many of these announcements have been premature and the 
claims could not be substantiated by clinical investigators; and 

WHEREAS, On many occasions the first inkling that such a drug exists 
has been brought to the attention of the physician by the patient; and 

WHEREAS, It is evident that such unethical release of scientific informa- 
tion has created embarrassment to the medical profession, as well as 
confusion to the public; now therefore be it 

Resolved, That the House of Delegates of the American Medical 
Association study this problem and take what action may be helpful and 
desirable to curtail such premature publications. 


REPORT OF REFERENCE COMMITTEE ON LEGIS- 
LATION AND PUBLIC RELATIONS 


Dr. Charles G. Hayden, Chairman, Massachusetts, presented 
the following report, which was adopted: 

Resolution No. 30 on Regulation of Press and Radio An- 
nouncements of Medical Subjects—Your reference committee 
was informed that the Public Relations Department of the 
American Medical Association as well as those of many com- 
ponent societies are working constantly and with good results 
toward a better understanding with representatives of the various 
mediums of communication. Your committee therefore recom- 
mends that this resolution be not approved. 


No. 31 


Resolution No. 31 was withdrawn at the request of Dr. Cleon 
A. Nate, Indiana. 


No. 32. Resolutions on Endorsement of H. R. 4444, 
Student Aid Bill 


Dr. Philip S. Foisie, Massachusetts, introduced the following 
resolutions, which were referred to the Reference Committee 
on Legislation and Public Relations: 

WHEREAS, The cost of higher education is being caught between the 
shrinking of endowments and scholarships on one side and the increasing 
burden of taxation on the other; and 

WHEREAS, The medical schools of this country are faced with approxi- 
mately a 10 million dollar annual deficit; and 

WHEREAS, The institutions of learning themselves as well as such 
vitally interested groups as the American Medical Association have been 
loath to accept federal aid with its inevitable control; and 

WHEREAS, Voluntary contributions and industrial funds do not promise 
to meet this deficit successfully; and 

WHEREAS, A tax credit plan to aid students has been introduced in 
Congress as H.R. 4444, providing the taxpayer parent with a 30° tax 
credit toward tuition and fees paid to an institution of higher learning, 
including graduate schools; and 


J.A.M.LA., July 9, 1955 


WHEREAS, At moderate cost. in terms of revenue lost to the govern- 
ment, this bill would afford just relief to taxpayer parents, and to the 
schools, with no danger of federal control; therefore be it 

Resolved, That the House of Delegates of the American Medical 
Association, in regular session assembled this sixth day of June, 1955, at 
Atlantic City, N. J.. do hereby endorse House Resolution 4444 and urge 
its favorable consideration by the Congress; and be it further 

Resolved, That copies of this resolution be forwarded to each Con- 
yressman., 


REPORT OF REFERENCE COMMITTEE ON LEGIS- 
LATION AND PUBLIC RELATIONS 


Dr. Charles G. Hayden, Chairman, Massachusetts, submitted 
the following report, which was adopted: 

Resolution No. 32 on Endorsement of H. R. 4444, Student 
Aid Bill.—lt is not always easy to distinguish between matters 
that have important medical implications and those that do not. 
Your reference committee recommends that this resolution be 
referred to the Committee on Legislation for consideration and 
such action as it deems appropriate. 


No. 33. Resolutions on Salk Poliomyelitis Vaccine 


Dr. John K. Glen, Texas, introduced the following resolutions, 
which were referred to the Reference Committee on Hygiene, 
Public Health, and Industrial Health: 

WHEREAS, Since the time of Hippocrates, major medical discoveries 
have been made which alleviated great human suffering and prevented 
many deaths; and 

WHEREAS, These discoveries have been developed and tested and have 
reached the public through the auspices of the practitioners of the healing 
arts without undue fanfare and in accordance with proved scientific 
procedures; and 

WHEREAS, It has not been necessary in the past for the government 
of this country to purchase the products of these discoveries and dispense 
them to the ethical, practicing physician or to the individual citizens 
of this country; therefore be it 

Resolved, That the American Medical Association go on record as 
disapproving from a scientific and philosophical viewpoint, the purchase 
and distribution of the Salk poliomyelitis vaccine by any agency of the 
federai government; and be it further 

Resolved, That the American Medical Association deplore the lack of 
reliable information which has been given the medical profession by the 
federal government and the National Foundation for Infantile Paralysis 
both as to the safety of the Salk poliomyelitis vaccine and the methods 
of production and testing; and be it further 

Resolved, That the American Medical Association urge the Congress 
of the United States to allow the Salk poliomyelitis vaccine to be pro- 
duced, distributed, and administered in accordance with past procedures 
on any new drug or vaccine; and be it further 

Resolved, That a copy of this resolution be spread on the minutes of 
this meeting and a copy sent to the President of the United States, to 
the Secretary of Health, Education and Welfare, to the Surgeon General, 
United States Public Health Service, to Dr. Jonas Salk, to Dr. Thomas 
Francis Jr., to Mr. Basil O’Connor, to Dr. Hart Van Riper, and to all 
members of the Congress of the United States. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. J. Arnold Bargen, Chairman, Minnesota, read the follow- 
ing report, which was adopted: 

Resolution No. 33 on Salk Poliomyelitis Vaccine.—Your 
reference committee would like to present the following reso- 
lution in place of Resolution No. 33: 

WHEREAS, Since the time of Hippocrates, major medical discoveries 
have been made which alleviated great human suffering and prevented 
many deaths; and 

WHEREAS, It has not been necessary in the past for the government of 
this country to purchase the products of these discoveries and dispense 
them to the ethical, practicing physician, nor to the individual citizens 
of this country; therefore be it 

Resolved. That the American Medical Association go on record as 
disapproving the purchase and distribution of the Salk poliomyelitis vac- 
cine by any agency of the federal government except for those unable 
to procure it for themselves, and that such necessary federal funds there- 
for be allocated to the various proper state agencies for such purpose, 
and be it further 
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Resolved, That the American Medical Association urge the Congress 
of the United States to allow the Salk poliomyelitis vaccine to be pro- 
duced, distributed, and administered in accordance with past procedures 
on any new drug or vaccine; and be it further 

Resolved, That a copy of this resolution be spread on the minutes 
of this meeting and a copy sent to the President of the United States, 
to the Secretary of Health, Education and Welfare, to the Surgeon 
General, United States Public Health Service, and to all members of 
the Congress of the United States. 


No. 34. Resolutions on Heover Report 


Dr. R. B. Robins, for the Arkansas delegation, introduced the 
following resolutions, which were referred to the Reference 
‘Committee on Legislation and Public Relations: 

WHEREAS, The American Medical Association has always fostered the 
concept of better government at a better price for all Americans; and 

WHEREAS, The American Medical Association has consistently endorsed 
policies established to insure efficient administration of the federal govern- 
ment and to provide maximum savings to the taxpayer; and 

WHEREAS, The bipartisan first Hoover Commission, which was unani- 
mously created by Congress in 1947, brought about a number of sig- 
nificant improvements in the administration of our federal government; 
an 

WHEREAS, A bipartisan new Hoover Commission was unanimously cre- 
ated by Congress in 1953 with the major purpose of continuing the search 
for new ways and means of saving money for the taxpayer; and 

WHEREAS, This new Hoover Commission is preparing reports for sub- 
mission to the Congress with recommendations to provide more orderly 
and responsible government at less cost; now therefore be it 

Resolved, By the House of Delegates that we reaflirm our support of 
such actions in the public interest which are designed to bring about 
greater efficiency and dollar savings in government operations; and be it 
further 

Resolved, That the American Medical Association urges the President 
and the Congress to take appropriate steps to carry out the recommenda- 
tions of the new Hoover Commission; and be it further 

Resolved, That the American Medical Association alert the members 
of this organization to the need—on a patriotic, nonpolitical basis—for 
public understanding, cooperation, and action in support of the recom- 
mendations of the new Hoover Commission; and be it further 

Resolved, That the members and officials of the American Medical 
Association individually, and by cooperating with the Citizens Committce 
for the Hoover Report, endorse the work toward achieving the vital goal 
of better, more efficient, and less expensive government for all the peoples 
‘of our nation; and be it further 

Resolved, That copies of this resolution be sent to appropriate legis- 
lative representatives in Washington, D. C., and to the national head- 
quarters of the Citizens Committee for the Hoover Report, 441 Lexington 
Ave., New York 17. 


Norte: The report of the Reference Committee on Legislation 
and Public Relations on Resolution No. 34 will be found on page 
746 of the July 2 issue of THE JoURNAL following supplementary 
report of the Board of Trustees N. 


No. 35. Resolution on Section 8, Chapter I of the 
Principles of Medical Ethics 


Dr. James M. Kolb, on behalf of the Arkansas delegation, 
introduced the following resolution, which was referred to the 
Reference Committee on Miscellaneous Business: 


WHEREAS, Section 8, Chapter I of the Principles of Medical Ethics of 
the American Medical Association, as recently revised, denies to physicians 
‘the right to dispense drugs, one of their privileges and duties from time 
immemorial; and 
WHEREAS, This restriction of his rights is not justified and is not in 
the interest of either the public or the physician; and 
WHEREAS, Section 8 further denies to physicians the right to ownership 
of a pharmacy if they so desire, one of the constitutional rights of any 
American citizen; and 
Wuereas, This restriction of his rights is not justified and is not in 
the interest of either the public or the physician; and 
WHEREAS, Section & further denies to physicians the right to a fair and 
reasonable profit in the providing of remedies to patients; and 
WHEREAS, This restriction is contrary to every sound economic principle 
in the system of free enterprise; and 
WHEREAS, These provisions in Section 8 imply on the part of our 
American Medical Association leadership a lack of faith in the integrity 
of the medical profession as a whole to exercise these rights honestly in 
the best interests of their patients; and 
Wuereas, This implication is entirely unwarranted and highly repugnant 
to all of us as honest and conscientious practitioners of medicine: there- 
fore be it 
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Resolved, That Section 8, Chapter I of the Principles of Medical Ethics 
be revised by the House of Delegates of the American Medical Associ- 
ation with the elimination of sentences 1, 2, 3, and S:in Section &, and 
by substituting in their place an affirmation of the above fundamental 
rights of physicians in the interest of both the public and the medical 
profession, 


Note: The report of the Reference Committee on Miscellane- 
ous Business on Resolution No. 35 will be found following 
Resolution No. 7 on page 841. 


No. 36 


Dr. James M. Kolb, Arkansas, stated that Resolution No. 36, 
which he was to have introduced, had been withdrawn. 


No. 37. Resolutions on Federal Aid to Medical Education 


Dr. James M. Kolb, for the Arkansas Delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Legislation and Public Relations: 

WHEREAS, The Supreme Court of the United States has ruled that the 
government of the United States shall control that which it subsidizes 
(U. S. 317, 1942, p. 131); and 

WHEREAS, It has been the policy of the American Medical Association 
to oppose federal subsidies to medical education because of the attendant 
federal control; and 

WHEREAS, On May 6, 1955, representatives of the American Medical 
Association appeared before the subcommittee on health of the Senate 
Committee on Labor and Public Welfare and offered testimony support- 
ing federal subsidy to medical education (S. 1323); and 

WHEREAS, The chief burden of their support of S. 1323 rested on 
their statement that an emergency exists of sufficient gravity to justify 
acceptance of a single federal grant with its recognized attendant federal 
control; and 

WuHereas, The American Medical Association’s testimony did present 
background figures proving that American medical schools, American 
doctors, and American medicine are the best in the world and that this 
State of affairs has developed even though the number of medical schools 
has graduaily decreased, their quality has increased, and further, that more 
doctors are being graduated now than at any previous time in our history; 
and 

WHEREAS, It is obvious that since the quality of medical schools, the 
training of doctors, and the number of graduates is at the highest level 
ever, these excellent conditions were developed without the dubious assist- 
ance of government subsidies; and 

WHEREAS, Since the federal government receives practically all its finan- 
cial support from the citizens of the several states; and 

WHEREAS, It is the most elementary of mathematical problems to de- 
termine that a State can better afford to support its own schools without 
federal taxation and subsidy than it can after federal taxation and return 
of a small percentage of the take in subsidies; and 

WHEREAS, The federal financial condition is worse than that of any 
state and the federal government has no money to give to education 
without further deficit financing; and 

WHEREAS, Since the Hill-Burion laws, which provide federal subsidy 
for construction of hospitals (also supported by the American Medical 
Association because they were originally a temporary proposition and 
involved a single grant), now bid fair to become a permanent government 
subsidy due to the Congressional extension to 1960 and inclusion of addi- 
tional provisions, the words temporary and single grant offer no protection 
against perpetuation; now therefore be it 

Resolved, That we, the members of the American Medical Association, 
in regular session assembled, do hereby and herein express as our con- 
sidered belief that S. 1323 represents a further attempt of government to 
control the practice of medicine in this nation; and be it further 

Resolved, That we herein and hereby express our unalterable and 
unequivocal opposition to federal subsidization of education, medical or 
otherwise, temporary or permanent, single or multiple grant. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. Charles G. Hayden, Chairman, Massachusetts, presented 
the following report, which was adopted: 

Resolution No. 37 on Federal Aid to Medical Education.— 
The policy of the American Medical Association in regard to 
federal aid for medical education was established at the Atlantic 
City session in June, 1951. At that time the House voted that 
“the policy of the American Medical Association shall be the 
endorsement of the principle of a one-time federal grant-in-aid 
on a matching basis, based on the Hill-Burton act formula and 
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adminisirative machinery, for construction, equipment and 
renovation of the physical plants of medical schools. No part 
of the funds shall be used in any manner for operational ex- 
penses or Salaries.” 

In its discussion of the Hill-Burton program the Hoover Com- 
mission states, “This has been a useful program.” Although the 
Task Force on Federal Medical Service and the Hoover Com- 
mission itself raise a number of questions relative to policies 
established under the program and problems emanating there- 
from, it made no criticism of the concept of federal aid for the 
construction and renovation of hospitals or related facilities. 

Because your reference committee believes that medical 
schools badly need additional funds for construction and renova- 
tion to meet the expanding demands that will be placed on them 
during the next five years, and because projected new medical 
schools have a similar need, your committee recommends re- 
affirmation of the policy adopted by the House of Delegates 
here in Atlantic City in 1951, 


No. 38. Resolutions on Dental and Oral Surgery 


Dr. Percy E. Hopkins, for the Illinois delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Insurance and Medical Service: 

Wuereas, The efforts of the dental and oral surgical specialties have 
resulted in an encroachment on disease entities of the oral cavities and 
associated structures in the practice of their surgical specialty; now there- 
fore be it 


Resolved, That we, as members of the Chicago Laryngological and 
Otological Society, go on record as being unalterably opposed to this 
practice until the House of Delegates of the American Medical Associ- 
ation approves a properly worded resolution; and be it further 

Resolved, That the Illinois State Medical Society looks with favor on 
the definition of oral surgery as put forth by physicians in contrast to 
dentists. 


Note: The report of the Reference Committee on Insurance 
and Medical Service on Resolution No. 38 will be found on page 
735 of the July 2 issue of THE JOURNAL. 


No. 39. Resolutions on Drug Dispensing 


Dr. Percy E. Hopkins, on behalf of the Illinois delegation, 
introduced the following resolutions, which were referred to the 
Reference Committee on Miscellaneous Business: 

WuereaS, Physicians have been dispensing drugs since the days of 
Socrates; and 

WHEREAS, Patients, at least of most general practitioners, expect to 
receive part or all of their medication directly from their family physi- 
cian; and 

WHEREAS, The family physician has had adequate training to enable 
him adequately to dispense medication properly and is fairly competent 
to do so; and 

WHEREAS, It is not the practice or intent of physicians to complete 
with drug stores, to dispense medications or appliances for pecuniary 
profit, but on the contrary the dispensing is closely linked with the 
economy and convenience of the patient; therefore be it 

Resolved, That the House of Delegates of the Illinois State Medical 
Society meeting in Chicago on May 17 to 20, 1955, adopt the following 
resolution: That section 8, Chapter I, of the Principles of Medical Ethics 
of the American Medical Association be deleted and the following sub- 
Stituted: 

“It is unethical for a physician to suggest or request any person to 
have a prescription filled at a drug store in which the physician has a 
financial interest or from which he may either directly or indirectly 
expect a pecumiary return. It is not unethical for a physician to dispense 
drugs or appliances at profit, except where the physician’s financial in- 
terest in such dispensing is placed above the quality of medical care”; 
and be it further 

Resolved, That the House of Delegates of the Illinois State Medical 
Society instruct its delegates to the annual American Medical Association 
meeting at Atlantic City on June 6 to 10 to introduce and support this 
resolution to the American Medical Association House of Delegates. 


Nore: The report of the Reference Committee on Miscellane- 
ous Business on Resolution No. 39 will be found following 
Resolution No. 7 on page 841. 


J.A.M.A., July 9, 1955 


No. 40. Resolution on Dental-Oral Service 


Dr. Percy E. Hopkins, for the Illinois delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Insurance and Medical Service: 

WHEREAS, The Joint Commission on Accreditation of Hospitals on 
Dec. §, 1953, established standards for the dental staff of hospitals as 
follows: “The dental staff shall conform in general to standards estab- 
lished for the medical staff. In addition: (1) members of the dental staff 
shall be graduates of approved schools of dentistry; (2) patients admitted 
for dental services shall be admitted on a surgical service and shall be 
the responsibility of the chief of that service; (3) adequate medical survey, 
by a member of the service to which admitted, shall be done on each 
patient before dental surgery. Indicated consultations shall be held in 
complicated cases’; and 

WHEREAS, Efforts are being made by members of the dental-oral 
surgery profession to encompass all the disease entities of the oral cavity 
and its associated structures in the practice of their surgical specialty; and 

WHEREAS, Efforts are being made to interpret the standard established 
for the dental staff of a hospital by the Joint Commission on Accredita- 
tion of Hospitals as to permit treatment beyond the limits of the present 
established dental activities; and 

WHEREAS, This would seem to be contrary to the patient’s interest; and 

Wuereas, At the American Medical Association House of Delegates 
meeting in Miami, Fla., a report was made defining oral-dental surgery 
which provoked extensive discussion, and at that time it was voted by 
the House of Delegates not to accept the present report. It was remanded 
that the joint committee be continued between the American Medical 
Association and the American Dental Association to work out a suitable 
definition and report back to the House of Delegates of the American 
Medical Association; therefore be it 

Resolved, That the members of the Chicago Laryngological and Oto- 
logical Society go on record as being unalterably opposed to any change 
in the standard as outlined by the Joint Commission on Accreditation 
of Hospitals governing the dental staff until the House of Delegates of 
the American Medical Association approves a properly worded definition 
and resolution. 


Note: The report of the Reference Committee on Insurance 
and Medical Service on Resolution No. 40 will be found on 
page 735 of the July 2 issue of THE JOURNAL. 


No. 41. Resolutions on Medical Practices 


Dr. Percy E. Hopkins, on behalf of the Illinois delegation, 
introduced the following resolutions, which were referred to the 
Reference Committee on Miscellaneous Business: 


WHEREAS, The House of Delegates of the American Medical Assocla- 
tion in 1954, in response to a resolution from Illinois introduced in 1952, 
approved changes in the Principles of Medical Ethics designed to clarify 
billing procedures; and 

WuereEas, The Board of Trustees approved further study by a Com- 
mittee on Medical Practices whose report now may be “the American 
Medical Association’s proposed answer to the controversial and much 
publicized problem of fee splitting’; now therefore be it 


Resolved, That the delegates from Illinois to the American Medical 
Association be urged to support this report, particularly the following 
four recommendations: 

(1) A subcommittee be created to work on a relative value scale such 
as that produced by the thoracic surgeons. This scale, based on points 
and not dollars, would apply to the whole of the practice of medicine 
and surgery. It would indicate the proper relation between fees for 
various medical and surgical specialties. 

(2) A program of public education by the American Medical Asso- 
ciation Department of Public Relations on the value of a diagnostic 
and medical work be fostered to increase the public’s appreciation of 
nonsurgical work. 

(3) The American Medical Association encourage the various specialty 
boards in medicine to reappraise the value of their regulations restrict- 
ing the practice of those seeking or holding board certificates, 

(4) The American Medical Association continue to discourage arbi- 
trary restrictions by hospitals against general practitioners’; and be 
it further 
Resolved, That the Illinois State Medical Society urge the House of 

Delegates of the American Medical Association to ask the American 
Hospital Association to request boards of trustees of hospitals to refrain 
from demanding that medical staff members submit to an audit of their 
books for the purpose of detecting fee splitting and that the Hospital 
Association be given assurances that organized medicine is ready, willing, 
and able to solve satisfactorily its Own problems; and be it finally 


V il! 
A939: 


Vol. 158, No. 10 


Resolved, That after approval by the house of delegates of the Illinois 
State Medical Society, this resolution in its entirety or in substance be 
forwarded to the House of Delegates of the American Medical Association, 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Norman A. Welch, Chairman, Massachusetts, presented 
the following report, which was adopted: 


Resolution No, 41 on Medical Practices—Your reference 
committee favors this resolution in principle but feels that it 
should be given further study and recommends that it be referred 
to the Board of Trustees for consideration. 


No. 42. Resolution on Immune Globulin (Human) 


Dr. Leopold H. Fraser, for the California delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Hygiene, Public Health, and Industrial 
Health: 


WHEREAS, Immune Globulin (Human) has been dispensed under that 
name for many years for use with a variety of conditions; and 


WHEREAS, This same product has now been labeled by the National 
Institutes of Health under the official nomenclature ‘Poliomyelitis Im- 
mune Globulin (Human)” under the licenses granted to biological 
laboratories; and 


WHEREAS, The inference of the new nomenclature is that this prepara- 
tion is specifically a product for the treatment of poliomyelitis; and 


WuereEas, The Council on Pharmacy and Chemistry of the American 
Medical Association, as well as producers of this product, are opposed to 
this new nomenclature; now therefore be it 


Resolved, That the American Medical Association go on record as 
requesting the change in name of this product to its earlier designation. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. J. Arnold Bargen, Chairman, Minnesota, submitted the 
following report, which was adopted: 

Resolution No. 42 on Immune Globulin (Human).—Your 
reference committee suggests the approval of the action sug- 
gested in the resolution which implies, in effect, merely the 
removal of the name Poliomyelitis preceding the name Immune 
Globulin (Human). Your committee believes that this name is 
more practical in view of the conditions set forth in the reso- 
lution. 


No. 43. Resolution on Laboratory Advertising 


Dr. Leopold H. Fraser, for the California delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Reports of Board of Trustees and Secretary: 

Wuereas, Professional advertising in medical society bulletins and 
other publications is not considered an ethical practice; and 

WHEREAS, Editors and business managers of some medical society 
bulletins and other medical publications do accept advertising from clini- 
cal laboratories owned and operated by persons who are not doctors of 
medicine and therefore not bound by the codes of ethics of any county 
medical society, state association, or the American Medical Association; 
and 

WHEREAS, Acceptance of such lay laboratory advertising by a journal 
lends to the advertising the connotation of approval or acceptance, despite 
blanket editorial allegation to the contrary; and 

WHEREAS, The acceptance and publication of such advertising by lay 
laboratories creates an unfair advantage in favor of a nonmedical person 
not generally available to the doctor of medicine; now therefore be it 

Resolved, That this House of Delegates recommend to each medical 
society that any notice or announcement by a lay laboratory that is 
printed in a medical society publication be subject to the same restric- 
tions that apply to similar announcements by doctors of medicine. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 
Dr. A. H. Aaron, Chairman, New York, submitted the follow- 
ing report, which was adopted: 
Resolution No. 43 on Laboratory Advertising —yYour refer- 
ence committee recommends the adoption of this resolution with 


the exception that in the “resolved” the words “a lay laboratory” 
be changed to “any laboratory.” 
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No. 44. Resolution on Advertising Standards 


Dr. Leopold H. Fraser, on behalf of the California delegation, 
introduced the following resolution, which was referred to the 
Reference Committee on Reports of Board of Trustees and 
Secretary: 

WHEREAS, The Board of Trustees of the American Medical Association 
in a recent action voted to discontinue the seal acceptance programs 
because of evidence from its scientific councils and committees that they 
can render a better service to the medical profession and the public 
by the substitution of evaluation programs for said seal acceptance 
programs; and 

WuHerEAS, There is at least a temporary lapse of critical evaluation 
of products which may be advertised in the state and county medical 
publications, it is imperative that a set of uniform standards be set up 
immediately by THE JOURNAL of the American Medical Association, and 
State and county medical publications; now therefore be it 

Resolved, That the American Medical Associaticn be urged to main- 
tain a critical evaluation of clinical evidence as to the use and efficacy 
of products advertised; that rules governing the acceptability of adver- 
tising copy be established and maintained, such rules to cover at least 
(1) the elimination of unwarranted and/or extravagant claims: (2) a 
clear statement of the composition or the formula in all copy; and (3) the 
pursuance of an ethical policy by all advert*sers. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 


Dr. A. H. Aaron, Chairman, New York, presented the follow- 
ing report, which was adopted: 

Resolution No. 44 on Advertising Standards.—Y our reference 
committee believes that no action on this resolution is necessary, 
because it has been informed and assured by the Editor of THE 
JOURNAL that the same principles and standards will continue to 
be applied on all advertising material in the future as has been 
in the past. Your committee has been further assured that these 
principles and standards will be reiterated in the near future 
in THE JOURNAL and also in booklet form. 


No. 45. Resolutions on Postgraduate Medical Education 
and Pharmaceutical and Drug Houses 


Dr. Leopold H. Fraser, for the California delegation, intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Medical Education and Hospitals: 


WuereEaS, Postgraduate medical education under the auspices of the 
legally constituted educational institutions of the United States is making 
progress of which the medical schools are justly proud: and 

WHEREAS, There is a serious threat to its future development through the 
increasing inroads in postgraduate medical education on the part of the 
pharmaceutical houses and drug manufacturers; and 

WHEREAS, These pharmaceutical houses and drug companies have en- 
gaged in the presentation of numerous postgraduate programs using 
various media including live programs and television, without having 
consulted recognized representatives of institutions of medical learning 
or the proper medical association, and in some instances have offered 
nationwide educational programs not only to practicing physicians but, 
by invitation, to medical students, interns, and residents; and 

WHEREAS, Under this stimulation, an increasing number of pharma- 
ceutical houses are entering the field on a competitive level; and 

WHEREAS, The primary purpose of the pharmaceutical and drug houses 
is to sell drugs, and although ethical advertising is not to be condemned 
in any way, a clear distinction between advertising and education is 
essential; now therefore be it 

Resolved, That this House of Delegates go on record as deploring 
these practices which may result ultimately in lowering standards and 
retarding progress in this most important phase of medical education; 
and be it further 

Resolved, That the Board of Trustees be instructed to take any action 
it deems necessary to restore the sole responsibility for postgraduate medi- 
cal education to recognized agencies responsible for medical education; 
and be it finally 

Resolved, That the conditions under which physicians participate in 
programs sponsored by nonprofessional groups be formulated. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 

Dr. Dwight L. Wilbur, Chairman, California, presented the 
following report, which was adopted: 

Resolution Ne. 45 on Postgraduate Medical Education and 
Pharmaceutical and Drug Houses —Your reference committee 
was in agreement with the intent of this resolution and recom- 
mends that it be referred to the Council on Medical Education 
and Hospitals with the suggestion that it continue to study the 
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whole problem of postgraduate medical education including a 
study of the conditions under which physicians may participate 
in programs sponsored by nonprofessional groups. 


No. 46. Resolutions on Gratitude for Opportunity of 
Entertaining American Medical Association 
Clinical Meeting 


Dr. R. B. Chrisman Jr., for the Florida delegation, read the 
following resolutions, which were adopted without reference, 
and the Speaker requested Dr. Chrisman to convey to the Florida 
Medical Association and the Dade County Medical Association 
the sincere thanks of the House of Delegates for an enjoyable 
meeting: 


WHEREAS, The Florida Medical Association and its component societies 
were dignified by the selection of Miami as the site of the 1954 American 
Medical Association clinical meeting by the House of Delegates of the 
American Medical Association; and 

WHEREAS, The Dade County Medical Association in cooperation with 
the Florida Medical Association and the American Medical Association 
did sponsor and plan a Health Fair for the public immediately subsequent 
to the close of the clinical meeting: and 

WHEREAS, The members of the Florida Medical Association individually 
and collectively have been complimented by various officials and many 
individual members of the American Medical Association, and the public 
in general for the successful conduct of the clinical meeting and the Health 
Fair for the public; now therefore be it 

Resolved, That the Florida Medical Association goes on record as 
expressing its gratitude for the opportunities afforded it by the very 
presence of these two major events within its boundaries and particularly 
recording its appreciation for the excellent cooperation of all the officials 
and employees of the American Medical Association who helped to make 
these two projects highly successful; and be it further 


Resolved, That a copy of this resolution be forwarded to the Secretary 
of the American Medical Association. 


No. 47. Resolution on Improvement of Military Medicine 


Dr. Russel V. Lee, Section on Military Medicine, introduced 
the following resolution, which was referred to the Reference 
Committee on Medical Military Affairs: 

WHEREAS, The military medical etablishment is faced by a= serious 
shortage of properly trained experienced personnel; and 

WHEREAS, It is generally agreed that the best care of our armed 
services can Only be achieved when the defense medical departments are 
staffed by an adequate number of permanent career physicians trained 
in military medicine; and 

WHEREAS, Under present competitive conditions the services are unable 
to attract and retain a sufficient number of career doctors; and 

WHEREAS, In the procurement of materiel the defense agencies meet 
the problem realistically by purchasing at the market price the best 
product available, while neglecting this principle in the procurement of 
health personnel; and 

WHEREAS, The discriminatory draft of health personnel is undesirable, 
Obnoxious to the health professions, and not productive of highly moti- 
vated medical officers and accordingly should be abandoned as soon as 
possible; be it 

Resolved, That the American Medical Association urge the Department 
of Defense to build up a permanent, career medical corps by making the 
services sufficiently attractive, by virtue of remuneration and professional 
opportunity, to meet civilian competition for trained health personnel, 
and that such remuneration be related directly to the position held and 
the type of service rendered by the physician. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
MILITARY AFFAIRS 


Dr. Andrew A. Eggston, Chairman, New York, submitted 
the following report, which was adopted: 

Your Reference Committee on Medical Military Affairs 
recommends substitution of the following resolution for Resolu- 
tion No. 47 entitled, Improvement of Military Medicine: 

WHEREAS, The military medical establishment is faced by a serious 
shortage of properly trained experienced personnel; and 

WHEREAS, It is generally agreed that the best care of our armed ser- 
vices can only be achieved when the defense medical departments are 
staffed by an adequate number of permanent career physicians trained 
in military medicine; and 

WHEREAS, The fact that 48° of the authorized physician positions in 
the regular medical services of the armed forces are unfilled, which is 
most costly in both time and money, clearly demonstrates the need for 
prompt action, and 
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WHEREAS, Under present competitive conditions with other federal 
agencies and civilian competition, the services are unable to attract and 
retain a sufficient number of career doctors; and ; 

WHEREAS, The discriminatory special draft of medical personnel is 
undesirable and frequently not productive of career-minded medical 
officers and accordingly should be abandoned as soon as possible; there- 
fore be it 

Resolved, That the American Medical Association urge the legislative 
and executive branches of the government to build up a permanent career 
medical corps by making the military medical services sufficiently attrac- 
tive. by virtue of realistic remuneration and professional opportunities 
comparable to those in other federal services and civilian practice; and 
be it further 

Resolved, That in order to achieve these objectives, it is urged that a 
civilian board or commission, as recommended by the Board of Trustees 
to the President of the United States, be created and that the Council on 
National Defense of the American Medical Association be hereby desig- 
nated to offer such immediate assistance as may be requested from the 
federal government branches. 


No. 48. Resolution on Augmentation of Personnel in 
Washington Office of American Medical Association 


Dr. Russel V. Lee, Section on Military Medicine, introduced 
the following resolution, which was referred to the Reference 
Committee on Reports of Board of Trustees and Secretary: 

WHerREAS, It has become apparent that governmental administrative 
actions affecting the nation’s health and the interests of physicians have 
become as Or more important than legislative actions; and 

WHEREAS, Through its various councils, committees, nad other agencies, 
the American Medical Association has accumulated a vast body of ex- 
perience and knowledge which should be made immediately available 
to governmental agencies concerned with health; and 

WHEREAS, At present no continuous convenient mechanism exists for 
close liaison between the American Medical Association and those 
governmental bodies largely concerned with health matters; therefore be it 

Resolved, That the Washington office of the American Medical Asso- 
ciation be augmented by the addition of three doctors, one Of whom shall 
maintain liaison with the Department of Health, Education, and Welfare, 
one of whom shall maintain liaison with the Veterans Administration, and 
one of whom shall maintain liaison with the Department of Defense; and 
that these physicians shall be empowered to make available to the various 
governmental agencies any knowledge or skills possessed by the American 
Medical Association which might improve the nation’s health, 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 


Dr. A. H. Aaron, Chairman, New York, presented the follow- 
ing report, which was adopted: 


Resolution No. 48 on Augmentation of Personnel in Washing- 
ton Office —Dr. Frank Wilson, Director of the Washington 
Office of the Association appeared before your reference com- 
mittee, as did Dr. Dwight Murray, and Dr. George Lull. Your 
committee carefully considered the testimony presented to it by 
these individuals and, recognizing the extent and implications 
in this resolution, recommends that it be referred to the Board 
of Trustees. 


No. 49. Resolutions on Introduction of Committee Reports 


Dr. C. Byron Blaisdell, for the New Jersey delegation, intro- 
duced the following resolutions, which were referred to the Ref- 
erence Committee on Miscellaneous Business: 


WHEREAS, Many committee reports dealing with matters of vital concern 
to the American Medical Association are made available to members of 
the House of Delegates too late for careful study and evaluation in 
consultation with the officers and official agencies of their state societies; 
and 

WHEREAS, This circumstance deprives the members of state delegations 
of the advice and direction of their respective state societies; and 

WHEREAS, In consequence such committee reports frequently are voted 
on with doubtful judgment and efficiency; now therefore be it 

Resolved, That all committee reports be submitted to the American 
Medical Association sufficiently early to be transmitted to members of the 
House of Delegates not less than 30 days prior to the meeting at which 
they are to be introduced; and be it further 

Resolved, That all reports not so submitted hereafter be deferred for 
introduction until a later meeting of the House of Delegates unless 
exception be made by a two-thirds vote of the House of Delegates. 
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REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Norman A. Welch, Chairman, Massachusetts, presented 
the following report, which was adopted: 


Resolution No. 49 on Introduction of Committee Reports.— 
Your committee is in sympathy with the content of this reso- 
lution but feels that it should be referred to the Board of Trustees 
for study of feasibility. 


No. 50. Resolution on Voluntary Prepaid Medical Care 
for the American People 


Dr. Thomas J. Danaher, Connecticut, read the following reso- 
lution, which was referred to the Reference Committee on In- 
surance and Medical Service: 


Wuereas, The American people have demonstrated that they wish to 
meet a large part of the costs of medical care through voluntary prepaid 
plans; and 

WHEREAS, The American Medical Association has long taken genuine 
interest in these projects; and 

WHEREAS, The growth of voluntary plans in the last few years has 
been great and a large proportion of the population is now covered by 
many plans providing widely differing contracts and benefits; and 

WHEREAS, Thousands of physicians who are members of the American 
Medical Association have shown their willingness to participate in such 
plans; and 

WHEREAS, The American Medical Association has not enunciated any 
clearly cut statement for the protection of the public of what is desirable 
in the contracts offered by the voluntary plans; and 

WHEREAS, It is apparent that the time has come when in the public 
interest and to strengthen the position of the medical profession as the 
primary sources of medical care, the American Medical Association should 
make a definite statement of the basic purposes which it believes will meet 
the public’s requirements in the best and most useful manner; therefore 
be it 

Resolved, That this House of Delegates record itself in favor of the 
following concepts as basic requirements for the solution of the cost of 
medical care problem through voluntary prepayment plans: 

(1) There should be free choice of physicians. 

(2) The contracts should be available to all persons without regard 
to age or preexistent infirmity and should provide coverage for all aspects 
of professional services rendered by doctors of medicine which meet the 
requirements of the principles of insurance on a broad pooling-of-risk 
basis. 

(3) The contracts should permit subscribers to continue their protection 
after leaving employment. 

(4) Fees paid physicians should be commensurate with fees for the 
Same services in individual practice. 

(5) Physicians not now participating in prepayment plans should con- 
sider their obligation to accept the same responsibilities for the preserva- 
tion of voluntary medical practice as do their colleagues who at present 
participate. 

(6) Medical and professional policies should be determined and con- 
trolled by the physicians who participate in the plan and who will render 
the professional services provided by the plan. 

(7) Physicians should agree to accept the fees paid by the plans as full 
payment for their professional services when these services are rendered 
to individuals in the lower income groups. This would be in conformity 
with the traditions of medical practice which have always assured the 
public that medical care would be provided within the patient’s means 
to pay and is particularly important now when so large a segment of 
the population has sought to meet these costs through voluntary prepaid 
medical care plans. 


Norte: The report of the Reference Committee on Insurance 
and Medical Service on Resolution No. 50 will be found fol- 
lowing Resolution No. 19 on page 845. 


No. 51. Resolutions on Educational Standards of 
the Internship 


Dr. Jay J. Crane, Section on Urology, presented the follow- 
ing resolutions, which were referred to the Reference Commit- 
tee on Medical Education and Hospitals: 

WHEREAS, The House of Delegates has stated in the past that the 
internship is and should be an educational experience for the young 
physician; an 

WHEREAS, The Council on Medical Education and Hospitals has 
applied the educational yardstick to granting internship approval; and 

WHEREAS, Conditions change from time to time; therefore be it 

Resolved, That the Council should continue to give primary considera- 
tion to the educational standards of the internship in granting approval of 
new applications for internship programs and continuing approval of 
existing programs; and be it further 

Resolved, That the Council review existing internships with their 
educational functions in mind. 
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REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. Dwight L. Wilbur, Chairman, California, read the fol- 
lowing report, which was adopted: 

Resolution No. 51 on Educational Standards of the Intern- 
ship; Resolution No. 53 on the Nature of the Internship.—Your 
reference committee strongly endorses the principles enunciated 
in these resolutions and recommends that they also be included 
in the principles and policies employed by the Council in the 
conduct of its internship approval programs including subse- 
quent revisions of the Essentials of an Approved Internship. 


No. 52. Resolutions on Selection of General Practitioner 
of the Year 


Dr. Lester D. Bibler, Section on General Practice, introduced 
the following resolutions, which were referred to the Reference 
Committee on Reports of Board of Trustees and Secretary: 

WHEREAS, There has been much misunderstanding in the method of 
selection of the General Practitioner of the Year; and 


WHEREAS, This misunderstanding has led to a lack of interest on the 
part of the various states; and 

WHEREAS The Section on General Practice of the American Medical 
Association feels that the general practice sections of the various states 
should have more participation in the selection of the candidate for this 
outstanding honor; therefore be it 


Resolved, That this House of Delegates recommend that the various 
state societies be communicated with and requested to set up committees 
of general practitioners from their general practice sections, if such exist; 
and be it further 


Resolved, That the recommendations of these committees be forwarded 
through their respective state associations to the Board of Trustees; and 
be it further 


Resolved, That the Board of Trustees set up some type of machinery 
to select the candidate each year, utilizing the services of the members 
of the Section on General Practice. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 


Dr. A. H. Aaron, Chairman, New York, submitted the fol- 
lowing report, which was adopted: 

Resolution No. 52 on Selection of General Practitioner of the 
Year.—The last two “resolveds” of this resolution are already 
substantially in effect. Accordingly, your reference committee 
recommends no action on the resolution in its present form. Your 
committee agrees, however, with the need to clarify the method 
of selection of the General Practitioner of the Year. Nomina- 
tions are made from the constituent associations to the Board 
of Trustees. The Chairman of the Board of Trustees appoints 
an anonymous committee of three general practitioners. This 
committee comes to headquarters and reviews the nominations 
made by the constituent associations and recommends one name. 
There has been an apparent lessening of interest by the states 
as judged by the number of nominations received. Your refer- 
ence committee believes that this award has great public rela- 
tions value and suggests that the constituent associations and 
component societies adopt whatever measures each may deem 
feasible to increase the number of nominees submitted for the 
General Practitioner of the Year. 


No. 53. Resolution on the Nature of the Internship 


Dr. Joseph B. Copeland, for the Texas delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Medical Education and Hospitals: 

WHEREAS, Different ideas concerning the purpose of the internship have 
led to confusion as to what should be its proper content of experience and 
its proper place in the field of hospital organization and in the general 
scheme of medical education; and 

WHEREAS, It seems desirable that the medical profession through action 
of the House of Delegates, should take clarifying action to establish 
publicly its attitude toward these matters; therefore be it 

Resolved, It is the sense of the House of Delegates that the following 
principles be given general recognition: 

First, that the internship in fact combines two functions, (1) as an 
educational period in the training of young physicians and (2) as a 
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position rendering medical care and service to patients in hospitals and 
assistance to the staffs of the hospitals. 

Second, that its educational function {s of primary and paramount 
importance and that its service function is secondary and incidental. 

Third, that its educational function should be recognized as possessing 
a character of its own and should not be regarded either as an additional 
year of medical school nor as the first year of a narrowly specialized 
professional career. 

Fourth, the internship should be so organized and administered that 
it emphasizes the beginning and the progressive increase of the assump- 
tion of personal responsibility for the care of the sick, the recog- 
nition and the cultivation of the personal aspects of the treatment of 
patients, including family, social, financial, and morale factors, and the 
learning and acceptance from firsthand experience of the Principles of 
Medical Ethics and the code of professional conduct. 

Fifth, that the service function of the internship, valuable as it is to 
the hospital, its staff, and its patients, should not be permitted to sub- 
ordinate the educational purpose of the internship. 

Sixth, that hospitals unable or unwilling for any reason to conduct 
internships meeting the educational standards of the Council on Medical 
Education and Hospitals in the spirit of the foregoing statements should 
not be encouraged to establish internships and such internships should 
not be approved. These hospitals should seek to meet their service needs 
by establishing house officer positions with adequate salary provisions. 

Seventh, that all hospitals university connected and nonuniversity affili- 
ated should be subject to these guiding principles. 


Norte: The report of the Reference Committee on Medical 
Education and Hospitals on Resolution No. 53 will be found 
following Resolution No. 51 on page 853. 


No. 54. Resolutions on Continuing Commission on 
Economic Policy 


Dr. Leopold H. Fraser, California, presented the following 
resolutions, which were referred to the Reference Committee on 
Hygiene, Public Health, and Industrial Health: 


Wuereas, Governmental encroachment in the fleld of medical care is 
proceeding at a rapidly accelerating rate notwithstanding carefully con- 
ceived and well-executed measures to prevent such encroachment; and 

Wuereas, This continuous erosion of medical freedom will if unchecked 
seriously impair and ultimately degrade if mot destroy the excellent 
medical care now available to the American people; and 

WuHerEAs, It may be trite and repetitious, but nonetheless most im- 
portant, to emphasize constantly that medical freedom is just one of 
the component parts of our traditional freedom inseparably blended 
with religious freedom, academic freedom, economic freedom, and social 
freedom, to mention just a few of our God-given rights so highly prized 
by our founding fathers; and 

Wuereas, The effectiveness of the medical profession in protecting the 
health of the American people has been and is seriously weakened by 
the quaint, antediluvian and unrealistic ostrich-head-in-the-sand concept 
that medicine can continue to exist as an island of freedom in a sea of 
collectivism; now therefore be it 

Resolved, That there is hereby created by the House of Delegates 
and answerable to it a continuing Commission on Economic Policy; and 
be it further 

Resolved, That this commission shall consist of five members of the 
House appointed by the Speaker; the terms of the members of this com- 
mission shall ultimately be three years, arranged at the discretion of the 
Speaker in his original and subsequent appointments so that these terms 
shall be staggered; and be it further 

Resolved, That the purpose and function of this Commission on Eco- 
nomic Policy shall be to make a thorough study of the relationship of 
the American physician to the economic milieu in which he lives and, 
with the aid and advice of the Director of the Bureau of Medical 
Economic Research, to formulate and present for the consideration of this 
House a constructive economic platform for the American Medical Asso- 
ciation. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. J. Arnold Bargen, Chairman, Minnesota, submitted the 
following report, which was adopted: 

Resolution No. 54 on Continuing Commission on Economic 
Policy.—Your reference committee feels that the attention of 
the Council on Medical Service should be drawn to this resolu- 
tion since it has a commission devoted to the economics of 
medicine. Your committee feels that this is a well-drawn and 


J.A.M.A., July 9, 1955 


exceptionally well-worded resolution and approves it in prin- 
ciple, but does not feel it is one for action by the House unless 
the Council on Medical Service so requests. 


No. 55. Resolution on Civil Defense 


Dr. John K. Glen, on behalf of the Texas delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Medical Military Affairs: 

WHEREAS, There is a continuing need for civil defense preparations to 
protect the civilian population in the event of enemy attack; and 

WuHerEAS, Responsibility for the medical care of casualties has been 
specifically assigned to the medical profession in each community; and 

WHEREAS, Failure to make adequate preparation for the care of medical 
casualties may result in needless loss of life; and 

Whereas, There has been a notable lack of adequate preparation by 
local medical societies for the medical care of large numbers of casualties; 
therefore be it 

Resolved, That the Council on National Defense of this Association 
urge and assist each constituent society to develop a practical program 
for carrying out of its civil defense obligations in the medical care of 
casualties, which program should be put to actual test to determine its 
effectiveness. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
MILITARY AFFAIRS 


Dr. Andrew A. Eggston, Chairman, New York, presented the 
following report, which was adopted: 


Your Reference Committee on Medical Military Affairs rec- 
ommends substitution of the following resolution for Resolution 
No. 55 on Civil Defense: 


WHEREAS, There is a continuing need for civil defense preparations to 
protect the civilian population in the event of enemy attack: and 

WuerEAsS, Responsibility for the medical care of casualties has been 
specifically assigned to the medical profession in each community; and 

WHEREAS, Failure to make adequate preparation for the care of medical 
casualties will result in needless loss of life; and 

WHEREAS, There has been a notable lack of adequate preparation by 
many local medical societies for the medical care of large numbers of 
casualties; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation urge each constituent society to develop a practical program for 
carrying out its medical civil defense responsibilities; and be it further 

Resolved, That the constituent societies be informed that the Council 
on National Defense of the American Medical Association is available 
for such technical assistance and planning as is desired; and be it 
finally 

Resolved That each constituent society should actually test its civil 
defense program to determine its effectiveness. 


No. 56. Resolutions on Federal Subsidy of Medical 
Education 


Dr. James H. Wooten Jr., for the Texas delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Medical Education and Hospitals: 


Wuereas, A Supreme Court decision has stated that “It is hardly lack 
of due process for the government io regulate that which it subsidizes”: 
and 

Wuereas, The American Medical Association has consistently held the 
opinion that federal aid is ‘a dangerous device because of the degree of 
regulation which must necessarily accompany federal funds,”’ and so 
testified before the Health Subcommittee of the Senate Labor and Public 
Welfare Committee on May 6, 1955; and 

WHEREAS, More doctors of medicine are now being graduated from the 
80 medical schools of this country than at any time since these schools 
were approved; and 

Wuereas, The quality of medical training has consistently improved and 
is now the finest offered anywhere in the world: and 

Wuereas, This high level of medical training and large number of 
graduates from medical schools have been attained with little or no 
federal subsidy; and 

WHEREAS, The federal government is already burdened with many 
billions of dollars of public debt; and 

Wuereas, S. 1323 carries an appropriation ot 250 million dollars which 
would further increase this debt; and 
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WHEREAS, The federal government would, under the provisions of 
S. 1323, have the legal right to subsidize the cost of maintenance of the 
new facilities built under the provisions by allowing the applicant to set 
aside 20% of the federal grant for ‘‘permanent endowment”; an 


WHEREAS, Past experience has shown that the stipulations of a “tem- 
porary emergency” and “single grant’ offer no protection against 
perpetuation since the same philosophy was incorporated in the Hill-Burton 
laws which have recently been extended to 1960; therefore be it 


Resolved, That we, the members of the American Medical Association, 
in regular session assembled, do hereby and herein express as our con- 
sidered belief that S. 1323 represents a further attempt of government 
to control the practice of medicine in this nation; and be it further 


Resolved, That we herein and hereby express our unalterable and 
unequivocal opposition to federal subsidization of education, medical 
or otherwise, temporary or permanent, single or multiple grant. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. Dwight L. Wilbur, Chairman, California, presented the 
following report, which was adopted: 

Resolution No. 56 on Federal Subsidy of Medical Education.— 
Your reference committee is aware of the action of the House 
of Delegates taken on June 8, 1955, on Resolution No. 37, which 
is essentially identical with Resolution No. 56. 

Your committee recognizes that the action of the Committee 
on Legislation of the Board of Trustees in supporting S. 1323 
with suggested amendments is in keeping with the policy estab- 
lished by the House of Delegates in 1951 and later reiterated. 
However, your committee recognizes certain inherent dangers 
in any form of federal support to medical schools. Your com- 
mittee recommends that the Board of Trustees continue to give 
consideration and study to the whole matter of federal subsidy 
for medical education and report to the House of Delegates. 

Your committee would like to call to the attention of the 
House of Delegates the responsibility of all physicians as in- 
dividuals that their support is needed to avoid federal support 
of medical education by their contributions to medical schools 
either through the American Medical Education Foundation or 
through their own medical schools or through legislation in 
their respective states. 


No. 57. Resolution on Medical Care for Beneficiaries 
of United Mine Workers Fund 


Dr. R. B. Robins, for the Arkansas delegation, presented the 
following resolution, which was referred to the Reference Com- 
mittee on Insurance and Medical Service: 


WHEREAS, Administrators of the United Mine Workers Welfare and 
Retirement Fund have repeatedly stated their primary objective is to 
obtain the best medical care obtainable for beneficiaries of the Fund: and 

WuHerEAS, In certain areas the medical administrators of the UMW 
Welfare and Retirement Fund have issued directives restricting partici- 
pation in its medical care program to certified specialists to the exclusion 
of and in discrimination against general practitioners; and 

WHEREAS, This policy violates certain cardinal principles essential to 
the best medical care obtainable in light of present day knowledge, these 
being as follows: 

(1) Freedom of choice of physician is an important element in good 
medical care, and any abridgement of the right to choose among qualified 
and competent physicians destroys this right; 

(2) The family physician or general practitioner fills a vital role in our 
System of medical practice and in the delivery of proper medical care; 
the importance of this factor is well recognized by all leaders of medical 
and social thought today; 

(3) Any directive which compels utilization of specialist services when 
the services of a family physician or general practitioner would be ade- 
quate, or any mandatory requirement for consultation when such con- 
sultation might conceivably be wholly unnecessary is certain to increase 
the costs of medical care whether paid for by the individual or a mutual 
fund; and 

WHEREAS, Discrimination against general practitioners per se violates 
accepted principles enunciated by the American Medical Association, by 
most specialty organizations, and by the American Academy of General 
Practice; now therefore be it 

Resolved, That this House of Delegates of the American Medical 
Association expresses its disapproval of and opposition to the present 
tendency of the UMW Welfare and Retirement Fund administrators to 
disregard the principles enunciated herein and requests that it immedi- 
ateiy rescind all directives inconsistent therewith. 


PROCEEDINGS OF THE ATLANTIC CITY MEETING 855 


Note: The report of the Reference Committee on Insurance 
and Medical Service on Resolution No. 57 will be found follow- 
ing Resolution No. 10 on page 842. 


No. 58. Resolution on Dispensing by Physicians 


Dr. Alfred H. Ellison, on behaif of the Indiana delegation, 
introduced the following resolution, which was referred to the 
Reference Committee on Miscellaneous Business: 

Whereas, The House of Delegates of the American Medical Association 
in session in San Francisco in June, 1954, received and adopted a report 
of the Council on Constitution and Bylaws dealing in part with change in 
Chapter I of the Principles of Medical Ethics; and 

WHEREAS, The change proposed and adopted called for an addition to 
said Chapter to be designated and titled, Sec. 8 Ownership of Drug 
Stores and Dispensing of Drugs and Appliances by Physicians, which out- 
lines principles which may be interpreted to consider well-established 
practices by some physicians as unethical; and 

WHEREAS, The right to dispense medicine has been the right of the 
physician from time immemorial and today, in many areas, is an absolute 
necessity for proper patient care, and should therefore be regarded as a 
fundamental right and obligation which the House of Delegates should 
not attempt to take from the physician through the adoption of any 
arbitrary and ill-considered statement of purported principles of ethics; 
therefore be it 

Resolved, That Section & of Chapter I of the Principles of Medical 
Ethics be referred to the Council on Constitution and Bylaws for restudy 
and revision, recognizing the fundamental right and obligation of physicians 
to dispense drugs and appliances when such is necessary for proper patient 
care and further recognizing the fact that our primary obligation is to 
the patient. 


Note: The report of the Reference Committee on Miscellane- 
ous Business on Resolution No. 58 will be found following 
Resolution No. 7 on page 841. 


No. 59. Resolutions on Hospital Accreditation 


Dr. John F. Burton, on behalf of the Oklahoma delegation, 
introduced the following resolutions, which were referred to 
the Reference Committee on Medical Education and Hospitals: 

WHEREAS, The American Medical Association is the proper official 
organization representing medicine in the United States; and 

WHEREAS, It is not only the privilege but also the obligation of this 
Organization to protect and safeguard the quality of medical care to the 
patients and to assist in every way possible in the maintenance and 
further elevation of the present high standards of medical and surgical 
practice; and 

WHEREAS, The American Medical Association is the only organization 
which can and should speak officially for all physicians without regard 
to their particular field of practice; and 

WuHerEAS, There is growing unrest due to the fact that the American 
Medical Association has not met its full obligations in respect to 
accreditation of hospitals; and 

Wuereas, Accreditation of hospitals is recognized as being composed 
of two parts, namely, that having to do strictly with housekeeping prob- 
lems and unquestionably concerns hospital management, and that having 
to do with the actual provision of medical care to the patients by the 
physicians and the training of young physicians and is the concern of 
the medical staff organization which should be guided by the American 
Medical Association; and 

WHEREAS, Failure of the American Medical Association to accept 
and discharge this obligation promptly will make more difficult the 
physicians’ responsibility of providing the best medical service in the 
most economical fashion; now therefore be it 

Resolved, That the American Medical Association be urged to assume 
promptly its true responsibility by establishing a plan for accreditation 
of hospitals, such plan to be limited to the problems of patient care, 
staff organization, and intern and resident training program; and be it 
further 

Resolved, That the American Hospital Association be urged to co- 
operate with the American Medical Association by limiting its accredita- 
tion activities to the strictly physical problems of hospital care which 
unquestionably are its responsibility. 


Nore: The report of the Reference Committee on Medical 
Education and Hospitals on Resolution No. 59 will be found 
following Resolution No. 3 on page 840. 


(To be continued) 
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MEDICAL NEWS 


CALIFORNIA 


Anesthesia Seminar.—The University of California in Los 
Angeles will hold an Anesthesia Seminar (fee $50) Aug. 29, 9 
a.m. to 5 p. m., under the chairmanship of Dr. John B. Dillon. 
‘Topics will include Modern Administration of Ether, Circulation 
‘During Anesthesia, and Balanced Anesthesia. Information con- 
cerning the seminar, which is limited to 100 students, may be ob- 
tained from the offices of Medical Extension, University of 
California, Los Angeles 24. 


Dr. Maumenee Appointed to Johns Hopkins Post.—Dr. Alfred 
E. Maumenee, professor of surgery (ophthalmology), Stanford 
University School of Medicine, San Francisco, has been ap- 
pointed professor of ophthalmology and director of the depart- 
ment at the Johns Hopkins University School of Medicine, 
Baltimore, where he served as resident in ophthalmology from 
1938 to 1944, when he was appointed associate professor of 
ophthalmology. In 1948 he was named head of the department 
of ophthalmology at Stanford. Dr. Maumenee will succeed Dr. 
Alan C. Woods, who has reached the academic retirement age, 
and, like Dr. Woods, will also serve as ophthalmologist-in-chief 
of the Johns Hopkins Hospital and director of the Wilmer 
Institute. 


Personal.—Dr. Marion Michael Null, retired physician of Idyll- 
wild, has been chosen for inclusion in the Hall of Fame of the 
California Historical Society, San Francisco. Dr. Null has re- 
cently devoted his time to authorship and to experimental trans- 
planting of redwood trees in the San Jacinto mountain area.—— 
Dr. J. Francis Dammann Jr., assistant professor of pediatrics, 
University of California Medical School, Berkeley-San Francisco, 
since 1950, was recently appointed associate professor of sur- 
gical cardiology in the department of surgery of the University 
of Virginia School of Medicine, Charlottesville ——Dr. Louis 
A. Mangan recently retired as plant physician at Union Oil 
Company's Wilmington Refinery after 28 years of service. He 
will continue his private practice in the community. As a token 
of their appreciation, plant employees presented Dr. and Mrs. 
Mangan with a prepaid round trip to Mexico City.——Dr. 
L. Henry Garland, San Francisco, has been appointed chairman 
of the committee on cancer diagnosis and therapy of the National 
Research Council, succeeding the late Dr. Ira T. Nathanson. 
r. Garland is secretary of the cancer commission of the 
California Medical Association and clinical professor of radi- 
ology at Stanford University School of Medicine, Stanford-San 
Francisco. Dr. Karl M. Bowman, professor of psychiatry in 
the University of California School of Medicine, San Francisco, 
and supervisor of the Langley Porter Clinic, is spending several 
months as visiting professor of psychiatry at the medical school 
of the University of the Philippines, Manila, where he is setting 
up a program in psychiatry. He will later go to the University of 
Indonesia in Jakarta, where he will also advise on a psychiatric 
program. Dr. Bowman’s mission is being supported by the China 
Medical Board, an agency of the Rockefeller Foundation. 


DISTRICT OF COLUMBIA 


Professor of Neurology Appointed.—The George Washington 
University School of Medicine, Washington, D. C., announces 
the appointment of Dr. Harold Stevens, associate professor of 
neurology, as professor of neurology, to replace Dr. Walter 
Freeman, who recently resigned to move to the West Coast. 
Dr. Stevens also serves as chief of neurology at Childrens’ 
Hospital, neurologist to Group Health Association Clinic, con- 
sultant in neurology at Crippled Childrens’ Hospital and Saint 
Elizabeths Hospital, electroencephalographer with the District 
of Columbia's health department, and consultant in neurology 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


at Mount Alto Veterans’ Hospital. He had previously taught at 
George Washington as instructor in neurology, from 1942 to 
1946, 


ILLINOIS 


Clinics for Crippled Children.—The University of Illinois di- 
vision of services for crippled children has scheduled the follow- 
ing clinics to which any private physician may refer or bring 
children for examination or consultative services: 
July 12, Peoria, Children’s Hospital; East St. Louis, St. Mary’s Hospital. 
July 13, Joliet, Will County Tuberculosis Sanatorium. 
July 14, Springfield, St. John’s Hospital; Cairo, Public Health Building; 
Elmhurst (rheumatic fever), Memorial Hospital of DuPage County. 
July 15, Evanston, St. Francis Hospital. 
July 19, Danville, Lake View Hospital; Quincy, St. Francis Hospital. 
July 20, Alton (rheumatic fever, all day; general orthopedic, a. m.), Alton 
Memorial Hospital. 
July 21, Rockford, St. Anthony's Hospital. 
July 22, Chicago Heights (rheumatic fever), St. James Hospital. 
July 26, Peoria, Children’s Hospital; Effingham (rheumatic fever), St, 
Anthony’s Emergency Hospital. 
July 27, Springfield (cerebral palsy), Memorial Hospital; Aurora, Copley 
Memorial Hospital. 
July 28, Bloomington, St. Joseph’s Hospital; Mt. Vernon, Masonic 
Temple. 


Chicago 

Chairman of Dermatology Named.—The Chicago Medical 
School announces the appointment of Dr. David M. Cohen, a 
member of the faculty since 1937, as chairman of the department 
of dermatology and syphilology. Dr. Cohen, who was formerly 
acting chairman of the department, is attending dermatologist 
at the Mount Sinai Hospital. 


Course on Bronchoesophagology.—The University of Illinois 
College of Medicine has scheduled a course on bronchoesopha- 
gology Oct. 24-Nov. 5 under the direction of Dr. Paul H. 
Holinger. Interested registrants may write directly to the Depart- 
ment of Otolaryngology, University of Illinois College of Medi- 
cine, 1853 W. Polk St., Chicago 12. 


Citterman Scholarship Fund.—The University of Chicago an- 
nounces the establishment of the Solomon Citterman Scholar- 
ship fund, created by an initial gift of $7,500 from Mr. and Mrs, 
Marvin Citterman, Chicago, Dr. and Mrs. Leonard H. Harris, 
Peoria, Ill., and Mr. and Mrs. Bernard D. Cahn, Great Neck, 
N. Y., in memory of the late Solomon Citterman. Income from 
the fund will be awarded annually to medical students in need 
of financial assistance. Selection of the recipient of the scholar- 
ship will be made by the university’s scholarship committee on 
the basis of a student’s academic record and financial need. 


INDIANA 


Epilepsy Clinic Established.—An epilepsy clinic is being estab- 
lished at the Indiana University Medical Center, Indianapolis, 
as a result of a grant of $15,372 from the James Whitcomb Riley 
Memorial Foundation. It is planned that the clinic will be under 
the major supervision of Dr. Philip T. White, who will also be 
in charge of teaching and research activities. 


Personal.—Dr. Verne K. Harvey, Washington, D. C., former 
secretary of the Indiana State Board of Health and presently 
medical director for the federal Civil Service Commission, has 
received a certificate of distinguished service from the President's 
Committee on Employment of the Physically Handicapped. Dr. 
Harvey is assisting in drawing up plans for a voluntary health 
insurance program for federal employees. After practicing 
in Gary for 27 years, Dr. J. Robert Doty has moved to Florida. 
Dr. Doty, 10th district councilor of the Indiana State Medical 
Association and 1955 president of the Lake County Medical 
Society, has established an office in the Rockledge Medical 
Center, where he will practice as an obstetrician and surgeon. 
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He has been named assistant medical director of a recently 
completed guided missile plant operated by Pan-American Air- 
ways at Cocoa Beach. Dr. and Mrs. Doty will live in Rockledge, 
a suburb of Cocoa, on the east coast of Florida. Dr. Philip 
F. D. Seitz, who recently received the $1,500 Hofheimer prize 
awarded annually for outstanding research accomplishment in 
psychiatry or mental hygiene, has been appointed to the staff 
of the Institute for Psychoanalysis, 664 N. Michigan Ave., 
Chicago. Dr. Seitz, who held the post of director of research 
at the University of Indiana Medical Center, Indianapolis, from 
1949 to 1954, was a captain in the Army Medical Corps during 
World War II. 


KANSAS 

Annual Research Day.—During the sixth annual Student Re- 
search Day of the University of Kansas Medical Center, Kansas 
City, May 6, Wilford D. Hoofer, fourth year medical student 
of Stockton, received the first prize of the Haden medal and 
$100 from the research committee for the best original research 
by a medical student in the past year. The subject of his research 
was “Preliminary Studies on Protease and Antiprotease Activity 
in Transplanted Mouse Tissues.” Another prize of $100 was 
awarded by the research committee to Dr. Everton Marques dos 
Santos, resident in surgery, of Rio de Janeiro, Brazil, for the 
best research by a doctor continuing his training on the house 
staff of the Kansas University Medical Center. The research by 
Dr. dos Santos was titled “The Role of Prostigmine in the 
Prevention of Ventricular Fibrillation in the Hypothermic 
Dog.” Guest speaker was Dr. Walter F. Riker Jr., associate 
professor of pharmacology, Cornell University Medical College, 
New York, who spoke on “A Pharmacologic Approach to the 
Study of Cardiac Rhythmicity.” 


Personal.—Dr. Karl A. Menninger and Dr. William C. Men- 
ninger, Topeka, received the Samuel J. Crumbine annual award 
at a meeting of the Kansas Public Health Association at 
Lawrence, April 1. The award was given in recognition of their 
contribution to mental health in Kansas. At the annual meet- 
ing of the American Goiter Association in Oklahoma City 
April 30, a certificate of meritorious service was presented by 
unanimous vote to Dr. Victor E. Chesky, chief surgeon of the 
Hertzler Clinic and the Halstead Hospital, Halstead. Dr. 
Franklin D. Murphy, chancellor of the University of Kansas 
and former dean of the University of Kansas School of Medi- 
cine, Lawrence-Kansas City, received an honorary doctor of 
science degree June 15 at the 199th annual commencement exer- 
cises of the University of Pennsylvania, Philadelphia, where he 
delivered the commencement address. Dr. Thomas Grover 
Orr, since 1954 professor emeritus of surgery, University of 
Kansas School of Medicine, Kansas City, received an honorary 
doctor of science degree from the University of Missouri during 
the annual commencement ceremonies June 8. Dr. Orr was 
professor and chairman of the department of surgery from 1924 
to 1949. Editor of the American Surgeon, Dr. Orr is the author 
of “Modern Methods of Amputation” and “Operations of 
General Surgery.” Dr. C. Arden Miller, assistant professor 
of pediatrics, University of Kansas School of Medicine, Kansas 
City, has been selected as a Markle scholar under the major 
program of the John and Mary R. Markle Foundation, estab- 
lished in 1927. Dr. Miller will continue his research on intfec- 
tious diseases of children, chiefly poliomyelitis, and his work 
with handicapped (retarded) children. 


KENTUCKY 

Medical Scholarship Fund.—Ninety-three students have re- 
ceived loans through the Rural Kentucky Medical Scholarship 
Fund, established in 1946, sponsored by the Kentucky State 
Medical Association, and financed by donations from organi- 
zations, physicians, and others throughout the state. The bene- 
ficiaries of the loan must practice in rural areas for as many 
years as they have received the loans. The student may receive 
up to $800 a year, to be repaid with interest at 2% over a 
period of years after he begins practice. Applicants are reviewed 
by the board of trustees that administers the fund. Dr. Carl 
C. Howard, Glasgow, is chairman of the board. 
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LOUISIANA 


State Medical Election.—Officers of the Louisiana State Medical 
Society include: Dr. Max M. Green, New Orleans, president; 
Dr. Paul D. Abramson, Shreveport, president-elect; Drs. George 
H. Hauser, New Orleans, Humphrey H. Hardy Jr., Alexandria, 
and J. Theodore Brierre, New Orleans, first, second, and third 
vice-presidents, respectively; and Dr. C. Grenes Cole, New 
Orleans, who continues as secretary-treasurer. 


Fellowships for Teachers in Tropical Medicine.—The Louisiana 
State University has received from the China Medical Board of 
New York a grant of $80,000 to support for two years a program 
of fellowships for teachers of tropical medicine and parasitology 
in U. S. medical schools to help them obtain practical experience 
in these subjects in the tropics. The program will be administered 
by Dr. William W. Frye, dean of the school of medicine, and 
Dr. Henry E. Meleney, research professor of medicine. The 
localities in which fellows will receive experience during the 
early part of the program are the San Juan de Dios Hospital, 
San Jose, Costa Rica, under the direction of Dr. Antonio Pena 
Chavarria, and the University of Puerto Rico School of Medi- 
cine, San Juan, under the direction of Dean E. Harold Hinman. 
Fellows will have a brief period of orientation at the Louisiana 
State University School of Medicine before proceeding to the 
tropics. Seventy-seven teachers from 53 schools have expressed 
a desire for fellowships in the program. It is also expected that 
some of the experienced teachers in these fields will participate 
as consultants and instructors in the tropical centers. Not more 
than five fellowships will be awarded for any one period in each 
tropical area. The first fellowship period will be July and 
August, 1955. Tentatively, four fellowship periods are planned 
for each year with One month intervals between periods. A 
teacher who has expressed a desire for such a fellowship will 
be given an opportunity to apply for a convenient period. Other 
teachers in U. S. medical schools interested in this type of fellow- 
ship may secure information from Dr. Meleney at the Louisiana 
State University School of Medicine, New Orleans 12. 


MASSACHUSETTS 

University News.—The Soma Weiss award, honoring a former 
professor of medicine at the Harvard Medical School and 
physician-in-chief at Peter Bent Brigham Hospital, Boston, was 
bestowed on Bernard Kliman, 6 Sutton St., Mattapan, for his 
paper, “Nonsteroid Ovarian Hormones,” which was selected as 
the outstanding report on undergraduate research at the Harvard 
Medical School. Leon Crawford Edwards, 100 James River Dr.. 
Warwick, Va., received second place, reporting on “The Cellular 
Localization of Boron-10 and Lithium-6 by Means of Neutron- 
Capture Autoradiography.” The awards were made at the annual 
undergraduate assembly at which eight fourth year students in 
the Harvard Medical School and Harvard School of Dental 
Medicine presented results of their investigations to faculty and 
students of the medical school. After their presentation the 
papers were judged by a committee from the medical school 
faculty. 


Exhibit on Medical Services.—The first in a series of exhibits to 
be rotated through many of the principal cities of Massachusetts, 
a special exhibit on the leading medical services in Massa- 
chusetts, entitled “Massachusetts—A World Medical and Health 
Center,” sponsored by the Massachusetts Central Health Council 
and Massachusetts Department of Commerce, was recently 
shown at Boston University and will be seen in Lowell, Brockton, 
Lawrence, Fitchburg, Lynn, Chelsea, New Bedford, Fall River, 
Somerville, Holyoke, and Pittsfield. It includes a live exhibit, 
“How Hospitals Contribute to the Massachusetts Economy,” and 
other exhibits by the Central Health Council, the Massachusetts 
Department of Public Health, the Massachusetts Hospital Asso- 
ciation, the Massachusetts Department of Mental Health, the 
Massachusetts Nurses Association, the occupational therapy 
division of the Massachusetts General Hospital, and the heart, 
tuberculosis, and cancer associations of Massachusetts. 
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MICHIGAN 


Society News.—Newly elected officers of the Detroit Derma- 
tological Society are: Dr. Loren W. Shaffer, Detroit, president; 
Dr. Hermann K. B. Pinkus, Monroe, president-elect; and Dr. 
Coleman Mopper, Detroit, secretary-treasurer. Officers of 
the Michigan Society of Neurology and Psychiatry include: Dr. 
Philip H. Brown, Northville, president; Dr. Benjamin Jeffries, 
Detroit, president-elect; Dr. Louis Koren, Detroit, secretary; 
and Dr. Benjamin Barenholtz, Detroit, treasurer. 


Camp for Epileptic Children—Camping service for epileptic 
children in Michigan is available each summer at Camp Crile, 
established by the Michigan Society for Epileptic Children, on 
a 28% acre farm on Joslyn Lake Road near Chelsea. Camping 
activities consist of ball games, hikes, picnics, cook-outs, nature 
study, and handicraft, such as leather work, weaving, and finger 
painting. The program is varied to fit the needs of boys and 
girls, 8-14 years of age. Slow-learning children in this age group 
are also accepted if they are able to feed and dress themselves 
and enter into organized activities. Two doctors from Chelsea 
are on call at all times. Camp is operated each summer from 
June 28 to July 26 for boys and from July 26 to Aug. 23 for 
girls; fees, $15 a week. Children are accepted on the recom- 
mendation of their doctor and school. Applications or more in- 
formation may be obtained by writing the registration chairman 
for Camp Crile, Mrs. Christine DeWeerd, 10034 Lincoln Dr., 
Huntington Woods. 


MINNESOTA 


Society News.—Newly elected officers of the Minneapolis 
Pediatric Society include: Dr. Albert J. Schroeder, president; 
Dr. Eldon B. Berglund, vice-president; Dr. Theodore S, Smith, 
secretary; and Dr. William M. Mulholland, treasurer. The 
May issue of the Bulletin of the Hennepin County Medical 
Society is its 100th anniversary number. The issue contains high- 
lights of the society’s early years, items on changes in the county 
health picture, and growth and leadership in the society. Dr. 
Charles A. Aling, Minneapolis, is president of the county society, 


Personal.—Dr. Ralph Rossen has resigned as head of the Hast- 
ings State Hospital to become director of the L. E, Phillips 
Psychobiological Research Fund project at Mount Sinai Hospital 
in Minneapolis. The project was made possible by a gift of 
$50,000 to Mount Sinai Hospital. The American College of 
Surgeons has awarded a $20,000 research grant to Dr. Fletcher 
A. Miller, surgery research fellow, University of Minnesota 
Medical School, Minneapolis, to continue research at the uni- 
versity, where he has been a member of the staff since 1948. 
Dr. Miller has developed the use of the mass spectrometer to 
determine the level of carbon dioxide in a patient during surgery. 


Symposium on Arteriosclerosis—The Minnesota Symposium 
on Arteriosclerosis will be presented Sept. 7-9 under the sponsor- 
ship of the University of Minnesota and the Minnesota Heart 
Association at the Mayo Memorial, University of Minnesota 
Medical School, Minneapolis. The opening session Wednesday 
morning will deal with the challenge of arteriosclerosis. Dr. 
Louis N, Katz, Chicago, chairman of the Wednesday afternoon 
session on atherosclerosis, will open the program at 2 p. m. with 
“The Atherosclerosis Problem.” At the dinner meeting, 7:30 p. m. 
at the Minneapolis Club, Dr. Paul Dudley White, Boston, will 
present “The Coronaries Through the Ages.” The Thursday 
morning session will consider “Peripheral and Cerebral Arterio- 
sclerosis.” Thursday afternoon will be devoted to visits to clinics 
‘and laboratories. The subject of the concluding session Friday 
afternoon will be “Surgical Treatment of Arteriosclerosis.” For 
information, reservations, and housing, address Dr. Robert B. 
Howard, 1342 Mayo Memorial, University of Minnesota Medi- 
cal School, Minneapolis 14, 


‘NEW YORK 


Hospital News.—State Health Commissioner Herman E. Hille- 
boe, Albany, recently announced the closing of the Herkimer 
Pine Crest Sanatorium at Salisbury Center as Herkimer County's 
tuberculosis hospital. Dr. Hilleboe designated Herkimer County 
as part of the district served by Broadacres Sanatorium, the 
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state tuberculosis hospital at Utica. Field chest clinic services, 
as well as hospital care for the county, will be provided by the 
Broadacres Sanatorium. 


Arteriosclerosis and Senile Dementia.—Albany Medical College 
has received a bequest of $51,300 from the estate of Grace E. 
Lyman of Schenectady for the study of arteriosclerosis and senile 
dementia. A long-range study of arteriosclerosis in relationship 
to coronary artery disease in a population of some 2,000 middle- 
aged subjects, who statistically are most likely to have vascular 
degeneration, is now being undertaken by the department of 
medicine at the college. Further study into this area of research, 
being conducted by the department of psychiatry, involves a 
study of ways and means of providing palliative measures to 
make possible maximum usefulness in the lives and activities 
of arteriosclerosis victims. 


New Hearing Centers.—The New York State Department of 
Health has approved the following additional centers to provide 
services under the medical rehabilitation program for hearing- 
handicapped individuals to age 21: the Rochester Hearing and 
Speech Society, Inc., Dr. C. Stewart Nash, Rochester, director; 
the Nassau Hearing Society Center, Dr. Kenneth B. Brown, 
Hempstead, director; and the United Cerebral Palsy Association 
of Nassau County, Inc., Dr. Nathan Steinberg, Rockwell Centre, 
otologist in charge. Eight centers in New York State have now 
been approved to do diagnostic evaluations, prescribe hearing 
devices, and give the required related treatment to hearing- 
handicapped individuals under the state-aid to counties program. 
Previously approved were the Conservation of Hearing Center 
at Albany Hospital; the speech and hearing section of Vander- 
bilt Clinic at Columbia-Presbyterian Medical Center in New 
York City; the Gordon D. Hoople Hearing and Speech Center, 
Syracuse University; the Hearing and Speech Center, Children’s 
Hospital Home, Utica; and the Buffalo Hearing and Speech 
Center, Inc. 


Personal.—Dr. Herman E. Hilleboe, Albany, state health com- 
missioner, has been named a member of the interdepartmental 
committee on problems of the aging, recently formed by Gover- 
nor Averell Harriman. The University of Buffalo has 
awarded the Howe Ophthalmological prize to Dr. Arthur J. 
Bedell, Albany, for his contributions in research and clinical 
ophthalmology. Dr, Bedell recently returned from a trip around 
the world, during which he visited several ophthalmologic 
centers. Dr. Caldwell B. Esselstyn, Claverack, has been 
appointed a member of the Public Health Council, to succeed 
Dr. L. Whittington Gorham, whose term expired Jan. 1. Dr.! 
Esselstyn, who is attending surgeon at the Columbia Memorial 
Hospital in Hudson and who serves as consulting surgeon at 
the Memorial Hospital of Greene County in Catskill, the 
Northern Dutchess Health Center in Rhinebeck, and the Sharon 
Hospital in Sharon, Conn., is founder and director of the Rip 
Van Winkle Clinic in Hudson——Dr. D. Crosby Greene, | 
Albany, has been permanently appointed associate public health’ 
physician in the state health department’s division of medical 
services, bureau of maternal and child health, for which he 
serves as a consultant pediatrician. 


New York City 


Hundred Thousand Dollar Grant.—A grant of $100,000 has 
been made to New York University by the Fannie E. Rippel 
Foundation of Newark, N. J., for support of research in the 
Institute of Cardiovascular Diseases and the Cancer Institute 
of the New York University-Bellevue Medical Center and for 
the purchase of related equipment. 


Medal to Dr. Smillie.—At its annual meeting in Buffalo, the 
American Public Health Association presented to Dr. Wilson G. 
Smillie, professor of preventive medicine and public health, 
Cornell University Medical College, New York City, the Sedg- 
wick Memorial medal. Dr. Smillie’s citation reads in part: “Over 
thirty-five years ago, in collaboration with the late Dr. Darling, 
he helped establish the first school of public health in South 
America—the faculty of public health at the University of Sao 
Paulo, Brazil—an institute that today can proudly claim a 
position of high international distinction. Through the rural 
training center in Alabama Dr. Smillie gave practical instruction: 


& 
195! 


Vol. 158, No. 10 


to young health officers and helped to develop the pattern of 
the present-day field training areas. As a teacher of public health 
administration at Harvard he attracted students from all corners 
of the world, instilling in them an understanding of sound ad- 
ministration and an insight into the true implications of public 
health.” 


Services for the Cerebral Palsied.—More than 600 medical and 
social agencies are being asked to participate in a survey to be 
conducted by the Coordinating Council for Cerebral Palsy in 
New York City to determine (1) where services for the cerebral 
palsied are actually available; (2) the number of persons re- 
ceiving care; and (3) the nature of the available services. It is 
expected that on the basis of the information received through 
the survey, it will be possible to avoid setting up duplicating 
services and that the need for expanding certain services will 
be recognized. Family and counseling agencies, child care serv- 
ices, and community planning organizations will be included in 
the survey as well as those agencies primarily concerned with 
services to the handicapped. On completion of the survey of 
agencies, the coordinating council is planning a further study to 
determine the actual known prevalence of persons with cerebral 
palsy in this city. On the basis of these two surveys, it is an- 
ticipated that it will be possible to plan a complete program of 
care for the cerebral palsied in New York City. Dr. George G. 
Deaver, professor of clinical physical medicine and rehabilitation 
at New York University-Bellevue Medical Center, is president 
of the council, and Dr. William Cooper, assistant professor of 
clinical orthopedic surgery at Cornell University Medical Col- 
lege, is chairman of the committee carrying out the survey. 


Blackwell Citations Awarded.—At the seventh annual ceremony 
of award of the Elizabeth Blackwell citation, held at the New 
York Infirmary, the citation was given to the following physi- 
cians: 

Katharine Dodge Brownell, director of the Lower East Side Rheumatic 
Fever Project in the department of preventive medicine at the New 
York University College of Medicine and assistant professor of clinical 
pediatrics. 

Phyllis Greenacre, consultant at the Westchester County Department of 
Public Welfare, Cornell University Medical College, and New York 
Hospital; instructor in psychoanalysis at the New York Psychoanalytic 
Institute; and author of the book, “Derivations of Anxiety in the 
Infant.” 

Lilian Cook Warnshuis, medical officer at the Connecticut College for 
Women, New London, Conn., who spent 15 years in India working 
with her husband, the Rev. John Warnshuis, and taking care of sick 
Indians, both at the hospitals in Vellore and Magdanapalee and in 
their homes in villages or deep in the interior. 

A feature of the ceremony was the presentation to the New 
York Infirmary of a facsimile of Dr. Elizabeth Blackwell's 
diploma granting her the degree of doctor of medicine from 
Geneva Medica! School, Geneva, in 1849. Dr. Madge C. L. 
McGuinness, director of physical medicine at Misericordia 
Hospital, and Dr. Margaret Wallace Ferguson have made a gift 
to the infirmary of this diploma framed as nearly as possible 
like the original, which was given by Dr. Blackwell to Queen 
Margaret's College at the University of Glasgow, Scotland, in 
gratitude for her happy association with that institution. 


OHIO 


Legal Medicine for Lawyers.—The Salmon P. Chase College of 
Law, in cooperation with the Cincinnati Bar Association, is con- 
ducting an eight week course (June 10-Aug. 5) entitled “Legal 
Medicine for Lawyers,” on Friday evenings, 7 p. m., at Chase 
College, Parkway and Elm, third floor, YMCA Building. The 
topics include: Nonfatal Injuries and Disability Evaluation; 
Legal Aspects of Blood Grouping and Parentage Determination; 
Methods of Analysis and Validity of Chemical Tests for Ethyl 
Alcohol; Determination of Cause and Time of Death; Identifi- 
cation of Persons; and Principles of Medical Ethics. The course 
is open to lawyers and physicians who are interested in legal 
medicine. The faculty committee for this course is Dr. Herbert 
P. Lyle, Hamilton County coroner, and Dr. Frank P. Cleveland, 
assistant coroner of Hamilton County. For further information 
call GA 3660. 
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TEXAS 


State Association News.—At a recent meeting of the house of 
delegates of the Texas Medical Association, action was taken 
to strengthen the organization by making compulsory for county 
medical societies, and thus for the Texas Medical Association, 
a probationary period for its members, with an indoctrination 
course and a certain percentage of attendance at meetings. 
Dr. Oscar M. Marchman of Dallas, nominated last year as an 
emeritus member, was elevated to that position of honor this 
year, and Dr. Charles S. Venable of San Antonio was nominated 
to emeritus membership. Emeritus membership, one of the high- 
est honors in the association, is held by only eight members 
at this time, including Dr. Marchman.—The association has 
modified its constitution to permit membership without respect 
to race, leaving the decision as to personal qualifications in the 
hands of competent county medical societies. 


VIRGINIA 


Society News.—Newly elected officers of the Virginia Society 
of Ophthalmology and Otolaryngology are Dr. Howard L. 
Mitchell, Lexington, president; Dr. L. Benjamin Sheppard, Rich- 
mond, president-elect; Dr. Edgar Childrey Jr., Richmond, vice- 
president; and Dr. Maynard P. Smith, Richmond, secretary- 
treasurer. 


Dr. Newman Honored,—Dr. Samuel R. Newman, Danville, was 
honored at a special ceremony by the Charity League of 
Martinsville, which presented him with a scroll of appreciation 
for his service as Clinician at the Underprivileged Children’s 
Clinic. The citation marked the establishment of the Samuel 
Newman Hospital Fund, designed to furnish free hospital and 
other medical services to patients at the clinic. Dr. Newman is 
credited with being the first to give a blood transfusion to a 
child in the state of Virginia and the first to establish a blood 
bank in the state. 


HAWAII 


Personal.—Dr. Elmer W. Haertig, formerly of Seattle, has been 
appointed director of the division of mental hygiene of the 
Territorial Department of Health. Dr. Haertig, a graduate of 
the University of Chicago, had a residency in psychiatry at 
Saint Elizabeths Hospital, Washington, D. C., and at the Shep- 
pard and Enoch Pratt Hospital in Towson, Md. Previous to 
arriving in Hawaii, he practiced psychiatry in the state of Wash- 
ington. Dr. Clarence E. Fronk, Honolulu, recently delivered 
the seventh annual Alphonse M. Schwitallia Lecture, “Medicine 
in Hawaii, Ancient and Modern,” at the St. Louis University 
School of Medicine. Dr. Herbert E. Bowles, Honolulu, has 
returned from a visit to Korea as consultant in obstetrics and 
gynecology and advisor for the American Friends Service Com- 
mittee. Dr. Richard K. C. Lee, Honolulu, president of the 
Territorial Board of Health, is taking an extensive trip in south- 
east Asia under the auspices of the International Educational 
Exchange Service of the State Department. 


GENERAL 

New Surgical Journal.—The Williams & Wilkins Company 
(Baltimore 2, Md.) has launched a bimonthly surgical journal, 
Survey of Surgical Techniques, which draws on current peri- 
odical literature, both domestic and foreign, for its material. 
Dr. Thomas G. Orr, professor emeritus of surgery, University 
of Kansas School of Medicine, Kansas City, is editor-in-chief. 


Adolf Meyer Award.—The 1955 Adolf Meyer Memorial award 
for distinguished service to the mentally ill was conferred on 
Smith, Kline & French Laboratories by the Association for 
Improvement of Mental Hospitals at fhe annual meeting of the 
New York State Society for Mental Health in New York. The 
award was made on the basis of the firm’s “distinguished service 
in the field of public education on behalf of the mentally and 
emotionally ill, with special emphasis on your cosponsorship 
with the American Medical Association of the television series, 
the March of Medicine.” 
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Scholarship for Medical Students.—A scholarship for under- 
graduates preparing for medical careers has been established at 
Hamilton College, Clinton, N. Y., with a gift of $18,000 by 
the Lillia Babbitt Hyde Foundation of New York City, in recog- 
nition of the special needs of undergraduate medical students 
for financial assistance. Hamilton College, a liberal arts college 
that limits its enrollment to 600 men, was established in 1793 
as the Hamilton-Oneida Academy by Samuel Kirkland, a mis- 
sionary to the Oneida Indians, and was chartered as a college 
in 1812. Each year it sends over half of its seniors into graduate 
schools, medicine, law, and business being the most popular. 


Conference on Rare Earths in Research.—The Oak Ridge In- 
stitute of Nuclear Studies will sponsor a conference on Rare 
Earths in Biochemical and Medical Research at Oak Ridge, 
Tenn., Oct. 28-29, Increasing biochemical and medical interest 
in the rare earth elements stems largely from recent basic studies 
with their radioisotopes. The conference will emphasize chemical, 
pharmacological, and biochemical problems of the Janthanums 
and of yttrium and their possible applications. The program is 
to be largely by arrangement, but contributed papers will be 
included when time permits. Titles and abstracts should reach 
G. C. Kyker, Ph.D.. Medical Division, Oak Ridge Institute of 
Nuclear Studies, P. O. Box 117, Oak Ridge, Tenn., before 
Aug. 15, 


Grants in Cancer Research.— Acting for the American Cancer 
Society, the committee on growth of the National Academy of 
Sciences-National Research Council is accepting applications for 
grants-in-aid for cancer research in the United States. Applica- 
tions received before Oct. | will be considered during the winter, 
and grants recommended at that time become effective July |, 
1956. The scope of the research program includes, in addition 
to clinical investigations on cancer, fundamental studies in the 
fields of cellular physiology, morphogenesis, genetics, virology, 
biochemistry, metabolism, nutrition, cytochemistry, physics, 
radiobiology, chemotherapy, endocrinoiogy, and carcinogenesis. 
The committee is particularly interested in encouraging research 
in the epidemiology of cancer. Application blanks may be ob- 
tained from the Executive Secretary, Committee on Growth, 
National Research Council, 2101 Constitution Ave., N. W., 
Washington 25, D. C. 


Traffic Safety Contest Winners.—The National Safety Council 
has named the grand award winners in its 1954 National Tratfic 
Safety Contest. The following states won first place in their 
divisions: Washington among western states, in addition to win- 
ning the grand award; Connecticut among eastern states; Minne- 
sota among midwestern states; Virginia among southern states; 
and Pennsylvania among the eight largest states. Cities that won 
first place in the population groups were: Chicago, among cities 
of more than | million population; Washington, D. C., in the 
750,000-1,000,000 group; Cincinnati, in the 500,000-750,000 
group; Denver, in the 350,000-500,000 group; Oklahoma City, 
in the 200,000-350,000 group; Phoenix, Ariz., in the 100,000- 
200,000 group; St. Joseph, Mo., in the 50,000-100,000 group; 
Wausau, Wis., in the 25,000-50,000 group, in addition to winning 
the grand award; and Rocky-River, Ohio, in the 10,000-25,000 
group. The largest of the 189 cities of more than 10,000 popu- 
lation that completed 1954 without a traffic death was Sioux 
Falls, S. D. (52,696). Two cities with no traffic deaths for eight 
consecutive years—Belmont, Mass. (27,381), and Fairfield, Ala. 
(14,186)—were given special citations for the longest sustained 
no-death record among cities of more than 10,000 population. 


Study on Industrial Accidents.— According to a report published 
by New York University’s Center for Safety Education, human 
behavior is responsible for from 70 to 80% of industrial ac- 
cidents. The study, entitled “The Human Element and Industrial 
Accident Prevention,” shows that such factors as personality 
characteristics, adjustment to a new job, rejection by co-workers, 
excessive fatigue, low morale, a tendency to be overly critical 
of the job, and lack of promotions are high among the causes 
of accidents. The report contains summaries and interpretations 
of more than 200 studies, screened from 500 abstracts of re- 
search projects. Much of the material originally appeared in 
safety studies in medical, psychiatric, ophthalmologic, opto- 
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metric, psychophysical, psychological, and sociologic journals, 
texts, and periodicals. The safety study, which contains sections 
on hiring procedures; orientation; training of supervisors, fore- 
men, and workers; morale; job satisfaction; and prediction of 
accidents, is intended as a guide and reference work for safety 
engineers, personnel directors, researchers, training directors, 
industrial psychologists. safety supervisors, college and university 
instructors, and industrial physicians. It includes a critique of 
industrial accident research, an extensive bibliography, four 
appendixes, and a glossary of technical terms. Information about 
the report may be obtained from the Center for Safety Education, 
Division of General Education, New York University, 6 Wash- 
ington Square N., New York 3. 


Prevalence of Poliomyelitis.—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories 
and possessions in the weeks ended as indicated: 


June 18, 1955 
Pras 
Total June 19, 

Paralytie Causes 1954 


Area Type Reported Total 
New England States 

1 2 ‘ 


Fast North Central States 
West North Central States 
] 3 1 
South Atlantie States 
District of Columbia... 
South Carolina......... 1 1 
East South Central States 
West South Central States 
Mountain States 
Pacifie States 
Territories and Possessions 


Information Exchange in Chemotherapy of Cancer.-—To assist 
scientists engaged in studies on the chemotherapy of cancer, a 
program for wide exchange of information in this field of medical 
research has been established by the committee on chemotherapy 
of the National Advisory Cancer Council in cooperation with 
the National Cancer Institute, the American Cancer Society, 
and the Damon Runyon Fund. Chairman of the committee is 
Dr. Sidney Farber, scientific director of the Children’s Cancer 
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Research Foundation, Boston. All investigators interested in 
cancer chemotherapy are invited to take part in the program, 
which will include the following activities: issuance of a periodic 
compilation of informal reports on current research in cancer 
chemotherapy; formal conferences and symposia on cancer 
chemotherapy; compilation and issuance of a bibliography of 
cancer chemotherapy literature covering the period from 1946 
through 1954; provision of opportunities for individuals and 
small groups to meet informally in various parts of the country 
for discussions of interinstitutional studies, of standards for 
evaluating chemical agents, of difficulties in this research area, 
of potentially useful agents, and of other topics the conferees 
consider pertinent; and introduction to investigators of chemical 
agents that may be of interest to them and assistance in obtain- 
ing the chemicals in sufficient quantity for evaluation. Investiga- 
tors who wish to take part in any of the activities of the program 
are invited to write to Dr. Gordon Segar, Secretary, Cancer 
Chemotherapy Committee, National Cancer Institute, Bethesda 
14, Md. 


Essay Contest in Dermatology.— The American Dermatological 
Association announces a series of prizes for the best essays sub- 
mitted for original work, not previously published, relative to 
some fundamental aspect of dermatology or syphilology. The 
purpose of this contest is to stimulate investigators to original 
work in these fields. Cash prizes will be awarded as follows: 
$500, $400, $300, and $200 for first, second, third, and fourth 
place respectively. Manuscripts (not exceeding 10,000 words), 
typed in English with double spacing and ample margins as for 
publication, together with illustrations, charts, and tables, all 
in triplicate, should be submitted not later than Nov. 15, 1955, 
to Dr. J. Lamar Callaway, Secretary, American Dermatological 
Association, Duke Hospital, Durham, N. C. Papers should be 
submitted under a nom de plume, with no information as to 
the institution or clinic where the work was done and should 
be accompanied by a plain, sealed envelope bearing the nom de 
plume plus the full name and address of the author. Competition 
is Open to scientists generally, not necessarily to physicians. The 
essays will be judged on the following considerations: (1) 
originality of ideas, (2) potential importance of the work, (3) 
experimental methods and use of controls, (4) evaluation of 
results, and (5) clarity of presentation. The results will be an- 
nounced before Jan. |, 1956. The candidate winning first prize 
may be invited to present his paper before the annual meeting 
of the American Dermatological Association, with expenses paid 
in addition to the prize. Further information regarding this essay 
contest may be obtained by writing to Dr. Callaway. 


LATIN AMERICA 


Bahamas Medical Conference.—The first Bahamas Medical 
Conference was recently held in Nassau in conjunction with the 
Bahamas Medical Association. Participants included Drs. John 
G. Downing, Boston: Herbert |. Kallett, Detroit; Frank L. 
DeFurio, Auburn, N. Y.; Richard S. Hodes, Tampa, Fla.: Clyde 
J. Geiger, Chicago: Paul J. Lane, Norristown, Pa.; and Paul N. 
Montalto, Newark, Ohio. 


Seminars on Teaching of Preventive Medicine.— Two seminars 
on the teaching of preventive medicine, with participants to be 
invited from all the 75 medical schools in Latin America, are 
being organized by the World Health Organization’s regional 
office for the Western Hemisphere, which also functions as the 
Pan American Sanitary Bureau in Washington, D. C. The first 
seminar, planned for the end of August in Chile, will include 
medical school deans and professors from Argentina, Bolivia, 
Brazil, Chile, Paraguay, Peru, Uruguay, and Venezuela. The 
second, to be held early in 1956 in northern Latin America, 
will include representatives from Colombia, Cuba, Dominican 
Republic, Equador, El Salvador, Guatemala, Haiti, Honduras, 
Mexico, Nicaragua, and Panama. The seminars, intended to 
promote an interchange of ideas and experience, will be or- 
ganized in small “workshop” groups without presentation of 
formal papers. Subjects to be discussed are: Program and 
Methods of Teaching Preventive Medicine; Organization of the 
Department of Preventive Medicine and the Formation and 
Functions of the Faculty; Relationships with Other Departments 
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of the School of Medicine; and the Role of the Department of 
Preventive Medicine in the Activities of Public Health Services, 
and Vice-Versa. 


FOREIGN 


Congress for Speech and Voice Therapy.—Those practicing in 
the fields of speech and voice therapy and in-allied fields are 
invited to present papers at the 10th International Congress for 
Speech and Voice Therapy, Barcelona, Spain, Sept. 3-7, 1956. 
Titles should be submitted to the secretary not later than January, 
1956. No paper will be accepted unless a summary of 100 words 
has been received by the secretary before May 15, 1956. Further 
details may be obtained from Dr. J. Perello, Provenza 319, 
Barcelona 9, Spain. 


International Congress of Neuropathology.—The second Inter- 
national Congress of Neuropathology will be held at the Royal 
College of Surgeons, Lincoln’s Inn Fields, London, England, 
Sept. 12-17. The congress is open to all interested persons on 
payment of the registration fee, £5 (about $14) if notification 
of attendance is sent before Aug. |; after that date the fee will 
be £6. Plenary sessions, with invited speakers, will be held on 
the following topics: (1) the neurone: recent work, including 
cytochemistry and tissue culture; (2) the blood-brain barrier in 
inflammation and allergy; and (3) problems in the malignancy 
of the gliomas. United States chairman is Dr. Armando Ferraro, 
New York State Psychiatric Institute, New York 32. 


Vitamin E Congress.—The third International Vitamin E Con- 
gress will be held Sept. 5-8 at the Cini Foundation on the Island 
of San Giorgio Maggiore near Venice, Italy. Experimental and 
clinical studies will be presented on vitamin E and (1) metabolic 
processes; (2) its relations to other vitamins, hormones, and 
enzyme systems; (3) cardiovascular systems; and (4) nervous and 
muscular system. American speakers participating in the program 
include: Philip L. Harris, Ph.D., head, Biological Research 
Department, Distillation Products, Inc., Rochester, N. Y.; Karl 
FE. Mason, Ph.D., professor of anatomy, University of Rochester 
(N. Y.) School of Medicine and Dentistry; and Dr. Charles L. 
Steinberg, Arthritis Clinics, Rochester General Hospital, Roches- 
ter, N. Y. 


Meeting on Mental Health.—The World Federation for Mental 
Health will hold its eighth annual meeting in Istanbul, Turkey, 
Aug. 21-27. The theme of the meeting, “Family Mental Health 
and the State,” will be elaborated under the following topics: 
The Family and Education; Mental Health and the Upbringing 
of Small Children; The Problem of Abandoned Children; Legis- 
lation and the Family; Mental Health of Families in Rural 
Areas; The Family and Backward and Delinquent Children; 
and Family Problems of Sickness and Disablement. A panel, 
“Cultural Changes and Mental Health,” has been scheduled. 
The opening session will take place in the historical Yildiz- 
Palace. Information may be obtained through the Secretariat of 
WEMH, 19 Manchester St., London, W. 1, England. 


International Meeting of Librarians.—An International Confer- 
ence of Medical Librarians and Reference Librarians will be 
held Sept. 10 at the University Hall in Brussels, Belgium, under 
the auspices of the Ministry of Public Health. The meeting will 
precede the International Congress of Libraries and Document 
Centers, which will take place Sept. 11-18 in the same hall. The 
fee for the general congress (300 Belgian francs, about $6), 
plus 100 francs for the excursions, will include attendance at 
the medical conference on Sept. 10 as well as the meetings of 
the sections of the general congress and participation in the 
various receptions and visits that will be organized. The fee can 
be sent either to C. C. P. no. 62.48.00 of the Belgian Committee 
of Organization for the International Congress of Libraries and 
Documentation Centers or directly by check to Mr. R. Dandois, 
22, rue des Petits Carmes, Bruxelles. Further information may 
be obtained from Miss Ch. de Looze, Librarian % Ocuvre 
Nationale Belge de Defense Contre la Tuberculose, 56, rue de 
la Concorde, Bruxelles. All medical librarians are cordially in- 
vited to this medical conference as well as to the general 
congress. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1955 Clinical Meeting, Boston, Noy. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15, 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7, 


AMERICAN CONGRESS OF PHYSICIAL MEDICINE AND REHABILITATION, Hotel 
Statler, Detroit, Aug. 28-Sept. 2. Dr. Frances Baker, 30 North Michigan 
Ave., Chicago 2, Secretary. 

AMERICAN VETERINARY MEDICAL ASSOCIATION, Radisson Hotel and Audi- 
torium, Minneapolis, Aug. 15-18. Dr. J. G. Hardenbergh, 600 South 
Michigan Blvd., Chicago 5, Executive Secretary. 

BIOLOGICAL PHOTOGRAPHIC ASSOCIATION, Wisconsin Hotel, Milwaukee, Aug. 
30-Sept. 2. Miss Jane H. Waters, c/o Paveile Color, Inc., 533 W. 57th 
St., New York 19, Executive Secretary. 

NATIONAL MEpDiIcAL ASSOCIATION, Los Angeles, Aug, 8-11. Dr. John T, 
Givens, 1108 Church St., Norfolk 10, Va., General Secretary. 

NEVADA STATE MEDICAL ASSOCIATION, Riverside Hotel, Reno, Aug. 18-20. 
Dr. William A. O’Brien III, 505 Chestnut St., Reno, Secretary. 

New ENGLAND HEALTH INSTITUTE, Colby College, Waterville, Me., Aug. 
30-Sept. 1. Dr. Edward W. Colby, City of Portland Health Dept., 
Portland, Me., Chairman. 

PaciFic DERMATOLOGIC ASSOCIATION, Mexico, D. F., Mexico, Aug. 22-24, 
Dr. Ben A. Newman, 436 N. Roxbury Drive, Beverly Hills, Calif., 
Secretary. 

Post GRADUATE MEDICAL ASSEMBLY OF SOUTH TEXAS, The Shamrock, 
Houston, July 18-20. Dr. C. Forrest Jorns, 412 Jesse H. Jones Library 
Bidg., Houston, Secretary. 

RENO SurRGICAL Society, Reno, Nev., Aug. 18-20. Dr. James R. Herz, 509 
Humboldt St., Reno, Nev., Secretary. 

Rocky MOUNTAIN CANCER CONFERENCE, Shirley-Savoy Hotel, Denver, July 

3-14. Dr. Frederick H. Brandenburg, 835 Republic Bldg., Denver 2, 
Chairman. 

Rocky MOUNTAIN RADIOLOGICAL Society, Shirley-Savoy Hotel, Denver, 
Aug. 18-20. Dr. John H. Freed, 4200 East 9th St., Denver 20, 
Secretary. 

SYMPOSIUM FOR GENERAL PRACTITIONERS ON TUBERCULOSIS AND OTHER 
CHRONIC PULMONARY DISEASES, Saranac Lake, N. Y., July 11-15. Dr, 
Richard P. Bellaire, P. O. Box 2, Saranac Lake, N. Y., Genera! Chair- 
man. 

West VirGinta STATE MEDICAL ASSOCIATION, White Sulphur Springs, 
Aug. 18-20. Mr. Charles Lively, P. O. Box 1031, Charleston 24, Execu- 
tive Secretary. 

FOREIGN AND INTERNATIONAL 


AUSTRALASIAN MEDICAL CONGRESS, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Syndey, N.S.W., Australia. 

CANADIAN SOCIETY FOR THE StTupy OF FEertitity, Royal York Hotel, 
Toronto, Ont., Canada, Oct. 6-8. Dr. Earl R. Plunkett, 469 Waterloo St., 
London, Ont., Canada, Secretary. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycHOLoGy, Lon- 
don, England, July 18-23. Dr. C, B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St., London, W.1, England, President. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snelimansgatan 16 C 36, Helsinki, Finland 

CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 

CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary 

INTERNATIONAL ACADEMY OF LEGAL AND SociaAL Mepicing, Plenary Con- 
ference, Genes, Italy, Oct. 13-17. Prof. Domenico Macaggi, Institut de 
Medicine legale, Universite de Genes, Genes, Italy, President. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary General. 

INTERNATIONAL CONFERENCE OF MEDICAL LIBRARIANS AND REFERENCE 
LIBRARIANS, University Hall, Brussels, Belgium, Sept. 10. For informa- 
tion address: Miss Ch, de Looze, Librarian % Oeuvre Nationale Belge 
de Defense contra la Tuberculose, 56, rue de la Concorde, Brussels, 
Belgium 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7*, France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2-5. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 
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INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i,Br., Germany, Chairman. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Buenos 
Aires, Argentina, S. A., Nov. 19-24, 1956. Dr. Max Thorek, 1516 Lake 
Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHOESOPHA- 
GOLOGY, Buenos Aires, Argentina, S. A., Oct, 28-29, Dr. Juan Carlos 
Arauz, Cangailo 4015, Buenos Aires, Argentina, S. A., Secretary General. 

INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C, Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland, 

INTERNATIONAL CONGRESS OF MEDICAL PROFESSIONAL JURISDICTION, MEDI- 
CAL ETHICS, AND COMPARATIVE MEDICAL Law, Paris, France, Sept. 30- 
Oct. 3. Dr. J. R. DeBray, Conseil National de L’Ordre des Medécins, 
60, Boulevard Latour-Maubourg, Paris 7e, France, Secretary General. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Istanbul, 
Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, International Committee of 
Military Medicine and Pharmacy, 79 rue Saint Laurent, Liege, Belgium, 
Secretary-General. 

INTERNATIONAL CONGRESS OF NEO-HIPPOCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Prof. P. Delore, 13 rue Jarente, Lyon, 
France, Secretary-General. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 
12-17. Dr. W. H. McMenemey, Maida Vaie Hospital for Nervous Dis- 
eases, London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
27, 1956. Professor P. Plum, Rigshospitalet, Copenhagen, Denmark, 
President. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F 
Mexico, Secretary General. 

INTERNATIONAL CONGRESS ON URINARY LITHIASIS, Evian, France, Sept. 2-4. 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL CONGRESS OF WorRLD CONFEDERATION FOR’ PHYSICAL 
THERAPY, New York, New York, U. S. A., June 17-23, 1956. For infor- 

mation address: Miss Mildred Elson, American Physical Therapy Asso- 
ciation, 1790 Broadway, New York 19, New York, » ms 

INTERNATIONAL GENERAL MEDICAL CONGRESS, University of Rosario Med- 
ical College, Rosario, Argentina, S. A., Nov. 7-12. Dean Jose Imhoff, 
Santa Fé 3100, Rosario, Argentina, 8. A., Chairman, 

INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For informa- 
tion write: c/o Offices of the International Verona Fair, Piazza Bra., 
Verona, Italy. 

INTERNATIONAL OFFICE OF DOCUMENTATION OF MILITARY MEDICINE, Istan- 
bul, Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, 79 rue Saint Laurem, 
Liege, Belgium, Secretary-General. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29- 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterloo, Brussels, 
Belgium. 

INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Stock- 
holm, Sweden, Sept. 15-17. For information write: Prof. Ture Petrén, 
Karolinska Institutet, Stockholm 60, Sweden. 

INTERNATIONAL VITAMIN E ConoGress, Cini Foundation, Island of San 
Giorgio Maggiore, Venice, Italy, Sept. 5-8. Prof. Emilio Raverdino, 
via Pietro Verri 4, Milano, Italy, Secretary. 

NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 
Secretary. 

PAN AMERICAN CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Men- 
doza City, Argentina, S. A., Oct. 22-26. For information address: 
Secretary, Caseros Av. 2154, Buenos Aires, Argentina, S. A. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chiie, 
Secretary General. 

Pan AMERICAN CONGRESS ON RHEUMATIC DisEAses, Rio de Janeiro and 
Sao Paulo, Brazil, S. A., . 14-20. For information write: Dr. 
Waldemar Bianchi, 126 Avenida Franklin D. Roosevelt, Rio de Janeiro, 
Brazil, S. A. 

PAN AMERICAN MEDICAL SocIAL CONVENTION, Bogota, Colombia, S. A., 
Oct. 15-22. Dr. Leopoldo E. Araujo, Avenida de los Presidentes Num. 
506, Apartado 2589, La Habana, Cuba, Secretary. 

VENEZUELAN CONGRESS OF MEDICAL SCIENCES, Caracas, Venezuela, S. Bins 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 

WoRLD CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10. For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 

WoRLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, §. Andrea delia Dame, 
19, Naples, Italy. 

WorLD CONGRESS OF JEWISH PHysiIcIANS, Haifa, Tel-Aviv, Jerusalem, 
Israel, Aug. 10-17, Dr. Z. Avigdori, P.O.B. 1342, Jerusalem, Israel, 
Chairman. 

WoRLD FEDERATION FOR MENTAL HEALTH, Istanbul, Turkey, Aug. 21. For 
information write: Miss E. M. Thornton, 19 Manchester St., London, 
W.1, England. 

WoORLD MEDICAL ASSOCIATION, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General. 
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EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

NATIONAL BoarRD OF MEDICAL EXAMINERS: Part I, Sept. 6-7. Candidates 
may file applications at any time, but the National Board must receive 
them at least six weeks before the date of the examination. New candi- 
dates should apply by formal registration; registered candidates should 
notify the board by letter and forward their tees. Exec. Sec., Dr. John 
B. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications was Jan. 15. Oral. New York City, Oct. 23-27. Sec., 
Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Oral. Washington, 
D. C., Oct. 14-16. Final date for filing application was March 15. Sec., 
Dr. B. M. Kesten, One Haven Ave., New York 32, N. Y. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Portland, Ore., Sept. 14-16; 
Chicago. Nov. 30-Dec. 1. Subspecialties. Cardiovascular Disease. Chicago, 
Nov. 30. The closing date for acceptance of applications for gastro- 
enterology was Feb. 1, and for cardiovascular disease the closing date 
was June 1. Exec. Sec., Dr. William A. Werrell, 1 West Main St., Madi- 
son 3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Oral examinations given in Spring and Fall. Final date for filing appli- 
cation for the Spring examination is October 1; for the Fall examina- 
tion April 1. Sec., Dr. Leonard T. Furlow, Washington University School 
of Medicine, St. Louis 10. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Applications for cer- 
tification for the 1956 Part I examinations are now being accepted. Final 
date for filing application is Oct. 1. Dr. Robert L. Faulkner, 2105 
Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical Examination. Chicago, 
Oct. 9-14. Final date for filing application for 1955 practical examination 
was July 1, 1954. Written. January, 1956. Final date for filing applica- 
tion was July 1. Practical Examination. San Francisco, June 18-21, 
1956; St. Louis, Oct. 20-25. Sec., Dr. Merrill J. King, Box 236, Cape 
Cottage Branch, Portland 9, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Final date for filing appli- 
cation for the Part II examination to be given in January 1956 is 
Aug 15. Sec., Dr. Harold A. Sofield, 116 South Michigan Ave., Chi- 
cago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 3-7. Final date 
for filing application is April. Sec., Dr. Dean M. Lierle, University 
Hospitals, lowa City. 


AMERICAN BoarD OF PeptaTrics: Oral. Chicago, Oct. 7-9; and Washington, 
D. C., Dec. 2-4. Admin. Sec., Mrs. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 


AMERICAN BoarD OF PLASTIC SURGERY: Oral and Written. Philadelphia, 
Sept. 22-24. Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing Ave., 
St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Certification in Public Health. 
Kansas City, Mo., Nov. 10-12. Sec.-Treas., Dr. Ernest L. Stebbins, 615 
N. Wolfe St., Baltimore 5. 


AMERICAN BoarD OF ProcioLoGy: Part II, Philadelphia, Sept. 17. Sec., 
Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y. 


AMERICAN BOARD OF PsyCHIATRY AND NEvuROLOGY: San Francisco, mid- 
October; New York City, December. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S.W., Rochester, Minn. 


AMERICAN BoarD OF RapioLoGcy: Chicago, Dec. 4. Final date for filing 
applications for the fall examination was July 1. Candidates who will 
complete their training by Dec. 31 will be eligible to appear for this 
examination. Sec., Dr. B. R. Kirklin, Kahler Hotel Bldg., Rochester, 
Minn. 


AMERICAN BOARD OF SurGery: Part I. Centers throughout the United 
States, in Europe and in the Far East, Oct. 26 and March 28. Closing 
date for the October examination was July 1 and for the March exami- 
nation is December 1. Part II. Buffalo, Sept. 26-27; Chicago, Oct. 27-28; 
New York City, Nov. 14-15; St. Louis, Dec. 12-13: New Orleans, Jan. 
16-17; Los Angeles, Feb. 13-14; San Francisco, Feb. 16-17; Durham, 
Mar. 12-13; Boston, May 14-15 and Philadelphia, June 4-5. Sec., Dr. 
John B. Flick, 255 S. Fifteenth St., Philadelphia 2. 


THE BOARD OF THORACIC SURGERY: Written. Various Centers, Sept. 9. Final 
date for filing applications was July 1. Sec., Dr. Wm. M. Tuttle, 1151 
Taylor Ave., Detroit 2. 
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MAGAZINE-TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Monday, July 11 
NBC-TV, 9 p. m. EDT. “Medic” reruns an earlier program, 
“Laughter Is a Boy,” which tells of a child with a cleft 
palate. 


MAGAZINES 
Reader’s Digest, July, 1955 
“Ways to Prevent Motion Sickness,” by Leonard A. Stevens 


“For sufferers from . so-called ‘motion sickness’ two 
recent developments promise relief. One is a revealing sym- 
posium on the malady’s causes and cures, edited by Dr. 
Herman I. Chinn of the U. S. Air Force” (which, according 
to this article, “greatly expands our knowledge of motion 
sickness, evaluates remedies and suggests several preventive 
measures you can take without resorting to drugs”). The 
other development is the recent release for sale without 
prescription of “some of the best motion-sickness drugs ever 
known” (Dramamine and Marezine). 


“What Urinalysis Tells the Doctor,” by J. D. Ratcliff 
Condensed from the July, 1955, issue of Today’s Health, 
the article describes various urinalysis tests and explains 
how they aid in a doctor’s diagnosis. 


“News for Those Tortured by Skin Diseases,” by Paul de 

Kruif 
“We suffer more and more skin trouble because we're 
exposed to increasing thousands of chemical products— 
fabrics, plastics, detergents, cosmetics, drugs—which con- 
tain chemicals that cause skin inflammation in many 
people.” According to the author, inflammations are being 
counteracted through use of corticotropin, cortisone, and, 
most recently, hydrocortisone. (Condensed from July, 1955, 
issue of Today’s Health.) 


“New Wonders of ‘Silent Sound,’” by Harland Manchester 


As part of a general article on “ultrasound,” the author 
talks of its medical application: taking “pictures” not 
visible with x-ray by scanning the body with an ultrasonic 
instrument; using ultrasonic vibrations for deep massage 
and heating effect; destroying living tissue without loss of 
blood; and loosening scar tissue by immersion in water 
vibrated with ultrasound. 


McCall's, July, 1955 


“Are You Being Fooled by the Food Quacks?” by Frederick 
J. Stare, M.D., and Julia A. Shea, M.S. 
Two nutritionists from the Harvard School of Public Health 
point out the dangers of following advice from “food spe- 
cialists,” “health teachers,” and “natural farmers.” 


Lock, July 26, 1955 


“The Truth About the Salk Polio Vaccine,” by Roland H. 

Berg 
“Today,” says the author, “the only polio preventive that 
has been proved safe, practical and even 70 per cent effec- 
tive is the Salk vaccine when properly made. . . . The 
search is on for strains of less virulent virus to replace the 
ones now being used in the Salk vaccine. Also on the 
horizon is a vaccine treated with ultra-violet rays to render 
it safe; another is composed of living polio viruses that have 
been ‘tamed’ and can no longer cause disease.” 
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DEATHS 


Ross, William Hugh # Brentwood, N. Y.; born in Sparta Aug. 14, 
1862; College of Physicians and Surgeons, Medical Department 
of Columbia College. New York City, 1888; interned at Presby- 
terian Hospital in New York City; member of the House of 
Delegates of the American Medical Association from 1932 
through 1935 and in 1941; past-president of the Medical Society 
of the State of New York, of which he was first vice-president 
and a member of its board of trustees, Suffolk County Medical 
Society, New York Association of Superintendents and Man- 
agers of Tuberculosis Sanatoria, Southside Clinical Society, and 
the Associated Physicians of Long Island, of which he was a 
charter member; first president of the Suffolk County Tuber- 
culosis and Public Health Association; on the occasion of the 
association’s 2ist anniversary in Patchogue in 1941, was pre- 
sented with a citation for public service in recognition of his 
“farsighted leadership and unselfish service”; founder and for 
many years president of the Suffolk County Department otf 
Health: fellow of the American College of Physicians, New 
York Academy of Medicine, and the American Public Health 
Association: president of the city school board from 1899 to 
1937, and again from 1940 to 1950; a charter member of the 
Brentwood Civic Association, serving as its president for 15 
years; president of the Long Island Chamber of Commerce from 
1922 to 1930; organized the Brentwood fire department and the 
public library; donated the Frances E. Ross Memorial Park to 
the town of Islip, in memory of his late wife; established the 
Suffolk Sanatorium in Holtsville, where for many years he was 
president of the board of managers; for 30 years director of 
the Ross Sanatorium; consulting physician at the Central Islip 
(N. Y.) State Hospital and on the honorary staff of the South- 
side Hospital in Bay Shore: president and board member of the 
Central Islip (N. Y.) National Bank; died May 9, aged 92, of 
acute coronary occlusion. 


Alvermann, Emil ® Bath, N. Y.; St. Louis University School of 
Medicine, 1933; served during World War II; associated with 
the Veterans Administration Hospital, where he died* March 
18, aged 46, of coronary occlusion. 


Benson, Joseph Philip # Punxsutawney, Pa.; Medico-Chirurgi- 
cal College of Philadelphia, 1899; specialist certified by the 
American Board of Obstetrics and Gynecology; fellow of the 
International College of Surgeons and the American College 
of Surgeons; on the staff of the Adrian Hospital; died April 17, 
aged 79, of coronary occlusion. 


Craig, Henry Augustus ® Somerville, N. J.; Columbia Univer- 
sity College of Physicians and Surgeons, New York City, 1904; 
an associate member of the American Medical Association; on 
the staff of the Somerset Hospital, where he died May 8, aged 
74, of coronary occlusion. 


Darroch, Samuel Chambers * Cayuga, Ind.; Rush Medical 
College, Chicago, 1903; died in the Union Hospital, Terre Haute, 
April 24, aged 74, of carcinoma of the pancreas. 


Fussell, Jackson White, Kerrville, Texas (licensed in Texas under 
the Act of 1907); died March 3, aged 91, of heart disease. 


Gerzabek, Boleslaw * Buffalo; Universytet Jagiellonski Wydzial 
Lekarski, Cracow, Austria, 1898; M.R.C.S., and L.R.C.P., Lon- 
don, England, 1908; an associate member of the American Medi- 
cal Association; died May 18, aged 83, of uremia and arterio- 
sclerosis. 


Grossblatt, Philip * Newark, N. J.; University of Maryland 
School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1924; specialist certified by the American Board of 
Obstetrics and Gynecology: served during World War II; on the 
staffs of the Presbyterian and St. Michael’s hospitals; associate 
in gynecology service at Newark Beth Israel Hospital, where he 
died May 26, aged 53, of acute myocardial infarction. 


@ Indicates Member of the American Medical Association. 


Hoit, Henry Ambrose, Pasadena, Calif; Harvard Medical School, 
Boston, 1905; served during World War I; formerly on the staff 
of the Collis P. and Howard Huntington Memorial Hospital; 
for many years medical director of the La Vina (Calif.) San- 
atorium; died May 13, aged 79, of coronary thrombosis with 
myocardial infarction. 


Holmes, Edgar Cashion # Moultrie, Ga.; Emory University 
School of Medicine, Atlanta, 1943; vice-president of the Colquitt 
County Medical Society; a member of the county board of health; 
served during World War II; a director in the Moultrie Baseball 
Club; on the staff of Vereen Memorial Hospital, where he died 
April 13, aged 35, of acute coronary thrombosis. 


Jaffe, Ewald Menachem # Washington, D. C.; Friedrich-Wil- 
helms-Universitat Medizinische Fakultat, Berlin, Prussia, Ger- 
many, 1929; member of the American Psychiatric Association; 
associated with the Veterans Administration; died in the Mount 
Alto Hospital May 17, aged 56, of myocardial infarction. 


Johnston, George Fredrick * Alliance, Neb.; Chicago College 
of Medicine and Surgery, 1917; died May 14, aged 63, of 
coronary occlusion. 


Kern, Frank M. ® Woodville, Pa.; University of Louisville (Ky.) 
Medical Department, 1908; member of the American College 
of Chest Physicians, American Trudeau Society, and the Ameri- 
can Psychiatric Association; for many years on the staff of the 
Woodville State Hospital; died in the Presbyterian Hospital, 
Pittsburgh, May 9, aged 68, of carcinoma of the lung. 


Kravetz, Irwin # Los Angeles; University and Bellevue Hospital 
Medical College, New York City, 1938; specialist certified by 
the American Board of Psychiatry and Neurology: member of 
the American Psychiatric Association; served during World War 
Il; on the staff of St. Francis Hospital in Lynwood: died April 
22, aged 41, of bronchial asthma. 


McBurney, Charles Hamilton, Clinton, Okla.; University of 
Kansas School of Medicine, Kansas City, 1907; first secretary of 
the Custer County Medical Society; served during World War 
I; died May 18, aged 73, of carcinoma of the prostate. 


Miller, Alice Robinson Evans * Silver Springs, Fla.; Woman's 
Medical College of Pennsylvania, Philadelphia, 1898; an asso- 
ciate member of the American Medical Association; member of 
the American Academy of Ophthalmology and Otolaryngology; 
died May 2, aged 87, of carcinoma of the rectum and breast. 


Moores, Gilbert H., Chattanooga, Tenn.; Meharry Medical 
College, Nashville, 1909; died in the Memorial Hospital May 2, 
aged 73, of carcinoma of the lungs. 


Rosenberg, Horace Louis * Portland, Ore.; Georgetown Univer- 
sity School of Medicine, Washington, D. C., 1915; member of 
the American Academy of General Practice; served during World 
War I; associated with the Physicians and Surgeons Hospital, 
where he died May 11, aged 63, of coronary occlusion. 


Sartin, John Moses, Springfield, Mo.: Tulane University of 
Louisiana School of Medicine, New Orleans, 1931; member of 
the Missouri State Medical Association and of the American 
Psychiatric Association; in 1950 president of the Missouri Society 
of Neurology and Psychiatry; on the associate staff of Burge 
and Springfield Baptist hospitals and St. John’s Hospital, where 
he died May 2, aged 50, of uremia. 

Swerdfeger, George Calvin, Buffalo: University of Buffalo School 
of Medicine, 1903; for many years served with the city health 
department as physician in the public schools; died in the Ed- 
ward J. Meyer Memorial Hospital March 20, aged 73, of hemo- 
lytic anemia. 

Tindall, Percy Andrew, Philadelphia; Hahnemann Medical Col- 
lege and Hospital of Philadelphia, 1899; formerly on the faculty 
of his alma mater; on the staff of the Hahnemann Hospital; died 
May 9, aged 78, of bronchopneumonia. 
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Carcinoma of the Uterine Cervix.— At the Feb. 8 meeting of 
the Austrian Society of Gynecology and Obstetrics Dr. J. Froe- 
wis Stated that the late results as regards the sexual life of 333 
patients who were subjected to Wertheim’s radical operation for 
carcinoma of the cervix and of 51 patients subjected to the 
Schauta’s operation were investigated. Cohabitation capacity 
and emotional life were only slightly impaired, particularly after 
Wertheim’s operation. Dr. H. Siegmund pointed out that, in 
order to evaluate the influence of radical operations on the sexual 
life of women, one should know their sexual adequacy before 
the operation and how it has been affected by postoperative irradi- 
ation and hormone therapy. It would also be of interest to know 
whether women whose cervical carcinoma was cured by radium 
irradiation have a greater sexual adequacy than women who are 
operated on. 
Revised Interest in Radical Operations.—At the same meeting 
Dr. G. Déderlein stated that continuous reduction in the hazards 
of surgery has revived interest in radical operations. The ques- 
tion is no longer operation versus irradiation but rather selective 
operation and selective irradiation. There is also no longer the 
question of the abdominal versus the vaginal hysterectomy; both 
methods are used with careful evaluation of the indications. 
Earlier diagnosis is still of prime importance. Persevering edu- 
cational campaigns among the lay public, medical postgraduate 
courses, and screening tests in consultation centers and par- 
ticularly in the offices of rural physicians have led to the dis- 
covery of from 10 to 20% more carcinomas in stages | and 2 
and a concomitant decrease in the more advanced forms. The 
direct and indirect dangers of the radical operation have been 
greatly reduced in the last decade. Work in Doderlein’s clinic 
has been concerned particularly with the combat of infection and 
shock and with the problems of thrombosis and embolism. 
Effective asepsis not only in the carcinoma but also in the deeper 
tissues is promoted by the use of the polyvalent antibiotics. They 
have rendered superfluous the formerly customary local pre- 
liminary treatment and the virulence test. The fact that the car- 
cinoma contains pathogenic organisms is no longer a contra- 
indication to the radical operation. The systematic use of blood 
transfusions reduces the danger of shock in Wertheim’s opera- 
tion and promotes recovery, despite great loss of body protein. 
The threat of thrombosis and embolism has not been sufficiently 
banished. Death from embolism now heads the list of postopera- 
tive dangers in the radical operation for cancer of the uterine 
cervix. 
Primary Mortality Rates.—The primary mortality rate in 800 
radical operations performed between 1950 and 1954 has been re- 
duced to 1.5%. This corresponds to the primary mortality rate 
from exclusive irradiation therapy, which Eymer of the Women’s 
Clinic of the University of Munich estimated at 1.8%. The 
primary mortality rate of 0.5 to 1% for the vaginal radical 
operation probably cannot be further reduced. The vaginal pro- 
cedure is the method of choice in all technically suitable cases 
and is used at Déderlein’s clinic in 90% of the women with 
cervical carcinoma, with, if necessary, additional abdominal re- 
moval of lymph nodes. With the abdominal radical operation 
of Wertheim, the primary mortality is between 2 and 6%, de- 
pending on the extensiveness of the surgical indication in stage 
3 carcinomas. The vaginal radical operation involves the lesser 
surgical risk, but the radical abdominal operation provides, in 
cases of lymph node involvement, the greater freedom from re- 
currences. For this reason the emphasis shifts in patients with 
stage 2 and 3 carcinoma with the increasing extension of the 
disease from the vaginal to the abdominal radical operation. 
The increasing reduction in the risks of the operation has 
increased the importance of the radical operation in the thera- 
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peutic program. Of 1,989 patients with cervical carcinoma who 
were hospitalized in the years 1948 to 1954, 57% were treated 
surgically, some with and some without postoperative irradi- 
ation. Irradiation therapy alone was used in the remaining 43%. 
As a result of the new preoperative and postoperative measures 
peritonitis has been practically abolished, but the function of 
the kidneys and of the lower urinary passages is still subject to 
the same threats, particularly in Wertheim’s operation. Cre- 
atinine clearance tests reveal that the abdominal radical opera- 
tion places a great burden on the kidney, whereas the vaginal 
radical operation is much less of a threat in this respect. The 
fact that urinary fistulas occur in about 1% of the vaginal and 
in about 5% of the abdominal radical operations is another 
factor in favor of the vaginal operation, but the incidence of 
relapse in the patients with group 2 and 3 carcinomas is about 
10% less with the additional abdominal removal of the lymph 
nodes. The vaginal radical operation produced in the patients 
with advanced carcinoma less favorable five-year survival rates. 
In those with group I carcinomas the incidence of recurrence 
is about the same with the two methods. 

Lymph Node Involvement.—With regard to lymph node in- 
volvement, Doderlein stated that in Wertheim’s operation he 
removes all palpably enlarged lymph nodes, from the sacral to 
the obturator nodes, and, if necessary, to the subinguinal nodes, 
but he does not believe that the entire lymph node chain should 
be removed. When he performs the vaginal radical operation, 
he palpates the entire pelvis after the surgical specimen has been 
removed. Then, after the completion of the vaginal operation, 
the palpably enlarged nodes are removed by laparotomy. About 
10% of the patients with group i and 2 carcinoma had lymph 
nodes with carcinomatous infiltration. The collected material of 
the clinics in Leipzig, Halle, Rostock, and Jena revealed a five- 
year survival rate of 30% in patients with cervical carcinomas 
with lymph node involvement (group 3). Patients with adeno- 
carcinoma of the cervix should be subjected to radical operation 
and postoperative irradiation whenever possible. The collected 
material of the clinics in Hamburg, Jena, and Tubingen showed 
five-year cures in 41%. The abdominal operation remains the 
method of choice in patients with normal circulation; in patients 
with stage 2 and 3 cancers, up to about age 60, who do not 
respond to primary irradiation; and in patients with group 1 
carcinoma, when cervical carcinoma is complicated by preg- 
nancy, large myomas, Ovarian tumors, or inflammation of the 
adnexa or when the vaginal technique seems difficult or impos- 
sible. At the clinic in Jena 260 of 521 patients with carcinoma 
of the cervix treated in 1949 and 1950 are free from recurrence 
five years after treatment. This indicates that the improvement 
in results is not due to preference for a standard method but 
rather to earlier diagnosis and to the combination of all methods 
that have proved valuable. 


Implantation of Bone for Saddle Nose.—At the meeting of the 
Society of Physicians in Vienna on Jan. 14, Dr. H. Bruck stated 
that pieces of bone have the following advantages over cartilage 
in the reconstruction of the nose: 1. Bone is more stable and 
has less tendency to secondary fracture. 2. Since the pieces of 
bone are taken from the crest of the ilium, a piece large enough 
to fit any requirement is available, while with the use of costal 
cartilage this may not be the case. 3. The scar at the donor site 
is in a more favorable location in that it will not be seen and 
keloid formation has not been reported in this region, although 
it commonly occurs in the thorax. The only disadvantage of 
bone is that it is more difficult to fashion, but this can be over- 
come easily with experience and the use of good instruments. 
The speaker uses an L-shaped piece of bone for this work. A 
bed must be prepared in the nose for this transplant, which is 
fastened into a slit that has been sawed into the glabella and 
in the remainder of the nasal bone. It is propped up with its 
free end toward the maxilla. To obtain a better view, an in- 
cision is used that spans around the labial end of the columella 
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in the shape of a V. The scar at this location is invisible, and, 
in addition, this incision makes it possible to prolong the colum- 
ella if required. This technique was used successfully in six 
patients. In three of these, previous implantations, one with an 
ivory plaice, one with a piece of cartilage, one with a piece of 
“belladont,” had failed. In two of the remaining three patients, 
there was severe narrowing of the nasal passages and surgical 
intervention had been recommended by the internist to correct 
this. This type of implant is not suitable for the syphilitic saddle 
nose, since it is associated with a skeletal and a soft tissue defect 
and the latter must be overcome before a bone implant can 
be considered. 


Treatment of Thrombopenias.—At the same meeting, Dr. E. E. 
Reimer said that the administration of corticotropin and corti- 
sone has given satisfactory results in patients with allergic 
thrombopenia. Phagocytosis of megakaryocytes is characteristic 
of infectious thrombopenia. Sensitization of thrombocytes may 
occur occasionally in chronic infectious thrombopenia, so that 
energetic focal disinfection is indispensable. Immunologic studies 
have revealed three types of essential thrombopenia: (1) that 
in which a plasma factor may be demonstrated that causes 
agglutination of healthy platelets and of the patient’s platelets; 
(2) that in which a change in the platelets themselves occurs as 
shown by the platelet-Coombs’ test; thrombopenias of this type 
seem to originate from chronic infections; and (3) that in which 
there is an inhibitive action on the bone marrow that may be 
caused in part by the spleen. Dr. H. KOlbl stated that, in the last 
six months, five patients with thrombopenic, thrombopathic pur- 
pura were observed at the pediatric clinic of the university. These 
patients were studied carefully by serologic methods with respect 
to their pathogenesis. Three were heredofamilial and in two of 
these the cause was determined by making the direct and in- 
direct platelet-Coombs’ tests. These two patients were treated 
with corticotropin and cortisone. As long as corticotropin and 
cortisone were administered, there were no petechiae or suf- 
fusions and the initially positive tourniquet test was negative. 
This therapy produced a rapid rise in the platelets count but 
this had dropped again after discontinuation of the drugs. Despite 
a salt-free diet, the adrenocortical hyperfunction syndrome de- 
veloped within about 14 days in the children, hypertension oc- 
curred in one patient, and the drug was discontinued because 
of the occasionally occurring cerebral purpura. The speaker be- 
lieves that splenectomy should be performed for antibody-condi- 
tioned idiopathic purpura, if prolonged satisfactory results cannot 
be obtained with corticotropin or cortisone to remove a large 
portion of reticuloendothelial system, the site of development 
of antibodies, and to remove a concurrent splenopathic inhibition 
of marrow formation. Studies of the bone marrow of healthy 
persons who have been given decalcified and disprothrombinized 
plasma of a patient with idiopathic thrombopenic purpura 
showed that after about 90 minutes all platelet-forming mega- 
karyocytes had disappeared from the marrow. 


ENGLAND 


Tuberculosis in School Children.— As tuberculosis yields to con- 
trol, tuberculin testing becomes a valuable method of detecting 
proximity to patients with open tuberculosis. In some urban 
communities the value of large-scale surveys indicating those 
who need protective vaccination resides chiefly in the adolescent 
and young adult groups. Dr. J. V. Davies of the Edmonton 
Chest Clinic in London has carried out a tuberculin survey in 
the Borough of Edmonton (Tubercle 36:69, 1955). This is a 
working class district with a population of 102,600 and a density 
of population of 26 persons per acre. Serious overcrowding is 
common, and 65% of the streets are known each to have one or 
more reported cases of tuberculosis. The survey took the follow- 
tg form: (1) tuberculin testing and radiography of the 14-year- 
old children in all Edmonton schools to estimate the incidence 
Of natural primary tuberculosis infection among adolescents; 
”) mass radiographic examination of home and neighbor con- 

cts of positive tuberculin reactors to discover new cases; and 
(3) as a control, mass radiography of home and neighbor con- 
_ tacts of negative tuberculin reactors. 
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The tuberculin jelly test was used and read 72 to 96 hours 
after application; 49% of the patients had a positive reaction. 
All home contacts of positive reactors were asked to attend for 
radiographic examination. The figure of 49% is much higher 
than that obtained in any other survey in Britain. Roentgeno- 
grams of the chest of most of the positive reactors showed that 
0.5% had chest lesions and 3.7 per thousand had active pul- 
monary tuberculosis; 1.5% of the home contacts had pulmonary 
tuberculosis. The response of contacts outside the family to 
examination and radiography was unsatisfactory. In those ex- 
amined the incidence of pulmonary tuberculosis was 1.7%. Thus 
the mass radiography of tuberculin positive children of school- 
leaving age, and of their home and neighbor contacts, reveals 
a definite number of cases of pulmonary tuberculosis that might 
otherwise escape detection. A substantial number of patients 
with pulmonary tuberculosis go undetected, and Dr. Davies sug- 
gests that routine examination of school-leavers and their con- 
tacts by the school medical service and mass radiography units 
would discover many patients who are being missed. He further 
suggests BCG vaccination of all negative reactors to tuberculin. 


Physiological Changes at High Altitudes—During the 1954 
British Reconnaissance Expedition to Mount Kangchenjunga, 
biochemical and microscopic analyses of blood and urine ob- 
tained from the climbers were carried out to assess some of the 
physiological changes occurring at high altitudes (Brit. M. J. 
1:768, 1955S). The medical organization of the expedition was in 
charge of Dr. D. S. Matthews, who was assisted by personnel 
from the departments of pathology and chemistry of the Calcutta 
Medical College. The blood and urine specimens were sent by 
runners to Darjeeling and dispatched by air to Calcutta for 
examination, The expedition was primarily a reconnaissance, 
and anxiety states that are associated with the conquest of high 
peaks like Everest were absent. Acclimatization was reached by 
all members of the party when the base camp was reached 
(18,000 ft.), and no climber suffered from headache, nausea, 
dyspnea, frostbite, or gastrointestinal upsets. In addition to the 
male porters there were 16 female porters, and they were said 
to perform their work as well as the men. Acetone was present 
in the urine of some climbers after exhausting ascents. Despite 
the efforts made to encourage all members of the party to drink 
large quantities of fluid, the urine after a hard day’s climbing 
frequently had a specific gravity of 1.030 to 1.040. Thirst, like 
appetite, tended to be depressed, and the urinary output was 
below normal. The liability to shock following minor injuries 
was apparent. Comparatively trivial wounds, resulting from 
falling rock, caused a degree of shock that was out of all pro- 
portion to the injury sustained. Thus one climber with a super- 
ficial scalp wound suffered from shock necessitating a week’s 
rest from climbing. Tolerance to antibiotics such as chlortetra- 
cycline was reduced; the side-effects such as nausea, vomiting, 
and headache seemed to be aggravated by anoxia. Memory and 
concentration were impaired, and only routine automatic actions 
could be reliably performed. Mental lethargy, indecision, in- 
somnia, and vivid dreams were common; sleeping pills were 
frequently requested. The effects of altitude were probably 
responsible for the occasional unruly behavior of the porters, 
who were not always easy to discipline. The mean hemoglobin 
level of blood collected at 17,000 ft. was 22 gm. per 100 ml. 
(range 15.7 to 28.4 gm.). At 21,000 ft. the mean value was 18.4 
gm. per 100 ml. The blood chloride value was raised, the mean 
being 509 mg. per 100 ml. (normal 270 to 380 mg.), and so was 
the urinary excretion of chloride and creatinine. Blood films 
did not show any lymphocytopenia or eosinopenia. 


Teething Powders and Mercury Poisoning.—Teething powders 
containing mercury with chalk have long been used by mothers 
in Great Britain as a laxative. Dr. Barnet Stross asked the 
Minister of Health in the House of Commons what information 
he had received on the association of mercury poisoning in 
infants after the ingestion of teething powders or tablets con- 
taining mercury, for the treatment of acrodynia (pink disease); 
how many infants had died within the last two years from 
acrodynia and how many from mercurial poisoning; and in how 
many cases both factors applied. The Minister replied that he 
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was advised that the association between mercury poisoning and 
acrodynia had not been clearly established. He said that many 
cases of acrodynia had no demonstrable association with the 
ingestion of mercury and that most children who had been given 
mercurial preparations showed no sign of the disease. Possibly 
some infants showed exceptional sensitivity to mercury. In 1952 
and 1953, 64 children under 5 years of age were reported as dying 
from acrodynia and 4 from mercury poisoning; in two cases 
acrodynia and mercury poisoning were associated. As some 
physicians consider that mercury is a dangerous drug to give to 
infants, the Minister of Health is considering whether mercury 
with chalk should cease to be issued from child welfare clinics. 
If a laxative is necessary, more effective and innocuous prepara- 
tions are available. 


Mental Nursing.—Shortage of nurses in mental hospitals has of 
recent years presented such a problem that the board of gover- 
nors of the Bethlem Royal Hospital and the Maudsley Hospital 
have issued a report on nursing policy and training, hoping that 
it will be of use in reorganizing the nursing services in the mental 
hospitals (Function and Training of Mental Nurses, London, 
1955). The report shows that much of the nursing of patients 
in mental hospitals is done by student nurses. Senior nurses 
spend only 22 to 53% of their time on the supervision of patients; 
the rest is spent on reception and management. Junior nurses 
spend only 5 to 6% of their time on reception and management 
and most of the remainder on the care and supervision of 
patients. Part-time nurses, although some of them are fully 
trained, spend much of their time on household duties such as 
bed-making, serving meals, and performing tasks that do not 
require a long and arduous training. At the Maudsley Hospital 
only 25% of the time of part-time nurses is spent on the care 
of patients. It was argued that it is wrong for young untrained 
nurses without previous experience to take charge of mental 
patients. They need a brief course to orient them in the work 
and some guidance in the treatment of mental patients, who 
behave so differently from the patients in an ordinary hospital. 
For example, the official syllabus for the preliminary state 
examination does not include psychiatry or psychology. Young 
nurses may also begin work in the mental wards before starting 
in the preliminary training school. It is an alarming experience 
to deal with mental patients without any preliminary training or 
preparation, and this is one of the chief reasons why 65 to 70% 
of student nurses abandon mental nursing before the end of 
the training. During the first year of training the nurses receive 
24 lectures on anatomy and physiology from the medical staff 
but only 6 on psychology from the nurse-tutor. The student 
nurses have to wait until their second year of training for 20 
lectures on psychiatry and 20 lectures on neurology. Many leave 
before these lectures, which would help them to understand the 
work, are given. What is more disconcerting is that attendance 
at lectures depends on whether student nurses can be spared 
from the wards. Attendance at lectures is only 60% of the 
number possible. Similarly attendance at the talks given by the 
medical staff on ward rounds is only 32% of the number pos- 
sible. Only 1 to 2% of the student nurses’ time is spent with 
the physicians, who cannot be blamed for lack of enthusiasm 
in the training of mental nurses. Only 30% of the applicants 
return their application forms, and of these 40% have to be 
rejected. Of the rest 67% do not finish the course, most of them 
leaving in the first year. Such a high wastage rate is a bad ad- 
vertisement for mental nursing. This report should encourage 
mental hospitals to revise their methods of selection and train- 
ing. There is presumably something wrong with an application 
form that deters 70% of applicants from returning it. 


Care of the Aged.—In the House of Lords on March 23, in a 
discussion on the problem of the aged, Lord Beveridge, who was 
responsible for the introduction of the Welfare State in Britain, 
said that many of the social and human problems of the aged 
are due to the fact that though the decay of our faculties is 
inevitable, the rate at which it comes is not predictable. In the 
last years of life increasing care by others is as essential as in 
the early years. The age structure of the population of Britain 
is changing. Whereas in 1901 there were 10 people of working 
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age to every one of pensionable age, the ratio is now 3:1, and 
by 1979 will probably be less than 2.5:1. There are now 6,750,- 
000 persons of pensionable age, but only 6 million children; by 
1979 there will be 9,500,000 persons of pensionable age. The 
government will have to find about 1.5 billion dollars a year for 
pensions over and above that paid by national insurance. Money, 
however, is not the only problem. The economic and social 
problem of the aged cannot be solved by giving them money. 
They need care, ranging from that required by the chronically 
sick in hospital through occasional medical and nursing treat- 
ment to no care at all. The policy should be to keep older persons 
in their homes as much as possible. Owing to the change in the 
population structure, the family today is not able to do as much 
physically for aged relatives as formerly. To make home the 
right place for treatment, there must be adequate machinery for 
discovering the failing strength of older persons, which might 
make a transfer to hospital necessary before it led to tragedy. 
In each neighborhood there should be someone to whom neigh- 
bors could report an old person in need of care and attention. 
At present about | million elderly people live by themselves, and 
they need adequate help. The provision of 30,000 home helpers 
—most of them part time—is woefully inadequate. Lord Bever- 
idge thought it possible for everyone of working age to pay an 
insurance entitling them to a place in a home when they needed 
it in old age. He strongly criticized the government’s refusal on 
the grounds of economy to spend $2,800,000 on chiropody 
services for the aged, while it granted a subsidy of 39 million 
dollars for cheap tobacco for all pensioners, most of whom were 
women. 

Lord Amulree, a London physician, said that the London 
borough where he worked had a population of 140,000. During 
the last six months 200 aged pensioners had applied for admis- 
sion to hospitals. Of these, 90 lived alone and 40 in a state of 
dirt and squalor. Most were so neglected that they wanted good 
food and cleaning up. If this were true of a population of 140,000, 
there must be an enormous reservoir of human misery in the 
country. Another speaker said that there were many elderly 
people in mental hospitals who were there because they had 
nowhere else to go and no relatives to look after them. The Earl 
of Selkirk thought that older persons should remain at work as 
long as possible and remain in their own homes. The home nurs- 
ing service is expanding. In 1948 there were 7,700 nurses for 
this type of work, now there are over 9,500, and the number of 
cases attended has risen by 40%. Chiropody, the neglect that 
had been criticized, is available in the hospitals. Local authorities 
have provided 50,000 beds for the aged and infirm, and another 
23,000 beds are available in special homes for the aged. What- 
ever action is taken he believed that it was essential that older 
persons should remain useful, independent, and wanted. 


Early Cancer Detection.—In a recent circular the Ministery of 
Health advised against widespread public propaganda on the 
early detection of cancer because of the possibility of causing 
cancerphobia and the impracticability of periodic medica! check- 
ups on all persons over 40 years of age. On the other hand, 
local exploratory schemes to see what can be achieved are 
encouraged. An effort to detect cancer in its early stages has been 
made by Walter and Atkinson (Brit. M. J. 1:627, 1955), who 
have sought to combine education of the public with periodic 
medical examinations. All patients between the ages of 40 and 
70 on the National Health Service list of Dr. Atkinson were 
offered a brief medical examination conducted specifically to 
detect early accessible cancer, and this was combined with an 
effort at educating the patients in the cardinal symptoms of 
malignant disease. Circular letters were sent out offering free 
examination, first to women patients and then to men. Of 766 
women, 55% accepted. After taking a careful menstrual history, 
with special reference to heavy or irregular bleeding and dis- 
charge, questions were asked on regularity of the bowels, occult 
blood in feces, hemorrhoids, abdominal pain, sore places in 
mouth or throat, dysphagia, dysuria, hematuria, cough, hoarse- 
ness, moles or warts, lumps or swellings, weight changes, and 
smoking habits. A pelvic examination, including the rectum, 
was made and the breasts and abdomen examined. At the con- 
clusion of the examination each patient was given a leaflet listing 
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the chief warning signs to be reported without delay and empha- 
sizing the importance of not waiting until pain was felt. The 
word “cancer” was avoided at all times. One cancer of the breast 
was discovered, and eight lesions were excised and found benign, 
although some of these might have been precancerous. Thirty- 
two patients had doubtful findings necessitating further investiga- 
tion. Of 716 men, 58% accepted. In general the same type of 
history was taken, and the same type of examination was made. 
A rodent ulcer, nine premalignant lesions, and four benign 
lesions were discovered. A second survey was made of the 
women, and 40% accepted further examination. A number ot 
vaginal cytological smears were done. No cancerous lesions 
were found, but six patients were referred to specialists for benign 
conditions. A follow-up of the patients’ records for two and 
three-fourths years after examinations showed that 3 of the 
837 patients developed a cancer that the survey had failed to 
detect. The authors believe, however, that such a survey can 
detect many early cancers and that further trials on similar 
jines would be justified. The cost for the whole survey, excluding 
the time of the physician, who is paid an annual sum by the 
state, was under $450. If medical man-hours had been included, 
it would have been about $1,000. In the United States it is 
estimated that the average cost per case of cancer discovered 
varies from $1,000 to $8,000. Far from creating cancerphobia, 
it was found that the survey relieved many patients of this fear. 

Paterson reports (Brit. M. J. 1:623, 1955), that he has exam- 
ined the effect of delay in seeking advice. As a result of inter- 
viewing 314 patients with cancer of the breast, cervix, skin, or 
mouth he found that about 50° delayed seeking advice for 
three months or more and 25° for a year or more after first 
noticing symptoms. Most patients with cancer of the breast 
suspected that they had cancer. Patients with other types were 
ignorant of the significance of their symptoms. About 67% of 
the women with cancer of the cervix were ignorant of the symp- 
toms. Others suspected that they had cancer and were afraid 
to get advice. A lack of confidence in what can be done for 
cancer patients, engendered by seeing the fate of friends with 
the disease well advanced, and the conspiracy of silence on the 
part of many physicians was the cause of the delay in many 
patients. 


Tuberculous Patients in Swiss Sanatoriums.—Replying to a ques- 
tion in the House of Commons, the Minister of Health said that 
a scheme for sending tuberculous patients to Davos in Switzer- 
land was begun in 1951, when waiting lists for tuberculosis beds 
in Great Britain stood at about 10,000. By 1954 the figure for 
England and Wales was 2,500. Several hospital regions now have 
no waiting lists and are closing tuberculosis wards. Over 900 
patients have been sent to Switzerland under National Health 
Service schemes, and this has been a most valuable contribution 
to treatment. As there is less demand for beds today, the scheme 
will be discontinued late this year, when contracts with the 
sanatoriums expire. The Under Secretary of State for Scotland 
said that the waiting list for tuberculosis beds in Scotland was 
over 3,000 in 1949 and had stood at over 2,000 for five years. 
Over 900 patients had been sent to Switzerland under the scheme. 
The waiting list is now only 500, and in the future they could 
not usefully send any more patients to Switzerland. 


Excessive Prescribing in the Health Service.—The most recent 
year for which Ministry of Health figures are available, the year 
ending Dec. 31, 1953, reveals that 328 general practitioners 
were visited by regional medical officers to discuss with them 
excessive prescribing costs. For examining prescribing costs the 
Ministry has set up a Central Investigation Unit, to which goes 
information from the various pricing bureaus on the prescribing 
Statistics of individual physicians in an executive council area, 
together with the average of the prescriptions of all the physicians 
in that area point. If a practitioner's average exceeds that of the 
average for the area, disciplinary action is taken. The first step is 
to send to the physician details of his prescribing costs and to 
arrange for a regional medical officer to visit him and discuss 
ways and means of reducing prescribing costs. If three to six 
months later this procedure has not had the desired effect, a 
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further visit is made by the regional medical officer, with a 
representative of the local medical committee present if the 
practitioner wishes it. The practitioner is asked to justify the 
cost of his prescriptions and is asked to sign a copy of his 
explanations. After receiving a warning letter the practitioner's 
prescribing costs are scrutinized by the Central Investigation 
Unit for another three months. If his prescribing costs are still 
considered to be too high, he is summoned before the local 
medical committee. Should this body consider that what he 
prescribed was in excess of what is reasonably necessary for the 
proper treatment of the patients referred to, it can calculate the 
excess and request that this sum be withheld from the physician’s 
remuneration as a penalty. The practitioner may appeal within 
one month to the Minister of Health against the decision, and, 
if the Minister is dissatisfied with the decision, he may set up a 
tribunal to rehear the case. 


INDIA 


Research in Poliomyelitis.—In the /ndian Journal of Child 
Health (4:125 |March| 1955) Gharpure and his co-workers re- 
port that the incidence of poliomyelitis has been gradually in- 
creasing in recent years. Severe epidemics in Bombay in 1949 
and 1954 corresponded with unprecedented monsoons in these 
vears. The Poliomyelitis Research Unit paid special attention 
to clinical conditions simulating poliomyelitis and about 74 pa- 
tients with such conditions were proved not to have poliomy- 
elitis on the basis of animal inoculations. Fatal cases have been 
mostly of the bulbar type. Adult cases were seen only during 
the epidemic, none having been met with at the beginning or 
the end of the epidemic. The main facts brought out by these 
studies are: 1. There is a definite increase in incidence in the 
rainy season. 2. The age group from birth to § years is pre- 
dominantly affected. 3. The disease is endemic in the more 
thickly populated areas. 4. Both sexes are equally affected. 
Crowded houses coupled with poverty favor the spread of this 
disease. The incidence of this disease runs parallel with such 
diseases as typhoid and dysentery. The increase in incidence also 
corresponds with increase in the number of flies. Serums from 
convalescent patients, from the population at large, and from 
contacts were collected during the epidemic months of July to 
September, 1952, and later during the interepidemic period. 
These were forwarded to Dr. David Bodian in Baltimore. Anti- 
bodies against the three known types of virus were found in 
children over 5 years of age, indicating that the population in 
Bombay has been exposed to the virus in early childhood for 
a long time. In only a singie instance did two successive attacks 
occur in the same patient in the same epidemic. 


Kala-Azar.—In the Journal of the Indian Medical Association 
(24:433 |March 1| 1955) Banerji states that kala-azar (visceral 
leishmaniasis) is rare in India in patients under the age of 5 
vears. He then reports a case in a 6-months-old infant whose 
mother contracted the disease during pregnancy. A 16-year-old 
woman became febrile in the fifth month of pregnancy. Her 
fever came daily after a slight chill, and there was a daily re- 
mission. Her spleen was palpable two finger breadths below the 
costal margin, and her liver was also palpable. Her erythro- 
cyte count was 3,500,000 per cu. mm. with 70% hemoglobin. 
Formol-gel and urea stibamine tests were negative. She was given 
symptomatic and antimalarial treatment without improvement. 
About one month after the onset she had a leukocyte count of 
6,000 per cu. mm. with 63 neutrophils, 36% lymphocytes, 
and 1% basophils. No malarial parasites were detected but the 
urea stibamine test was strongly positive. The formol-gel test 
was still negative. She was therefore given intravenous injections 
of urea stibamine every third day. Her fever disappeared com- 
pletely after the fourth injection. The baby was breast fed. When 
the baby was 18 days old, the mother and daughter both became 
febrile for two or three days. Thereafter the baby continued 
to grow normally until she was 6 months old, when she again 
became febrile and had a cough and nasal discharge. Tempera- 
ture returned to normal in two or three days but three days later 


4935 


Vol. 158, No. 10 


a daily double rise of temperature was noticed. The baby’s 
abdomen became slightly distended and her spleen was found 
to extend to the iliac crest. It was firm in consistency. Her liver 
was also palpable three finger breadths below the costal margin. 
The formol-gel test was strongly positive and the urea stibamine 
test was moderately positive. The baby was treated daily with 
intramuscular injections of stibatin. No untoward reactions 
occurred. Her temperature came down, but she had another 
relapse after about two weeks. Injections of stibatin were again 
given, and her temperature returned to normal in one week. 
She remained completely afebrile, and both the spleen and the 
liver had markedly decreased in size at the end of the treatment. 
The infection in this child could have been transmitted from 
the mother in utero or acquired later as the area where the 
child was staying is known to be endemic for Kala-azar. 


Use of Spikenard in Neurocirculatory Asthenia.—Vakil and 
Dalal in the /ndian Practitioner (8:227 |Feb.| 1955) have tried 
a preparation of the powdered root of Nardostachys jatamansi 
(spikenard) in the treatment of 20 patients with neurocircula- 
tory asthenia without any organic heart disease. There was a 
preliminary period of three weeks when all medical treatment 
was completely stopped. After this, each patient received four 
times daily for three weeks either a capsule containing the drug 
or a similar capsule containing a placebo. Neither the patient 
nor the physician Knew the nature of the capsule administered. 
Then followed another three weeks when again all treatment 
was completely stopped, followed by three weeks during which 
those initially receiving the drug were given the placebo and 
vice versa. A satisfactory response was obtained more often with 
the test drug than with the placebo. Toxic reactions were rare, 
nausea being observed in three, and anorexia and vertigo each 
in One patient. 


MEXICO 


Intravenous Cholangiography.—In the Hospital de Enferme- 
dades de la Nutricion 20 patients have been studied by means 
of intravenous cholangiography and reported by Dr. José Manuel 
Falomir (Revista de investigacion clinica, vol. 7, no. 1, 1955). 
The patients selected were those (1) with postcholecystectomy 
syndrome, to determine the presence or absence of residual 
lithiasis or inflammatory processes or of “gall bladder regenera- 
tion,” (2) in whom the cholecystograph showed lithiasis, as an 
attempt to exclude the possibility of stones in the common biliary 
duct, and (3) in whom the gallbladder was not visible in the 
cholecystograph. Roentgenograms were taken 15, 30, 45, and 
60 minutes after intravenous injection of 40 cc. of sodium 
iodipamide |the di-sodium salt of N.N’-adipyl-bis-(3-amino-2.4, 
6-triiodobenzoic acid)| in patients who had had a cholecystec- 
tomy. In all other patients a roentgenogram was taken two 
hours after the injection. Before giving the injection the patient 
should be tested with a dose of | cc. given intravenously to 
rule out hypersensitivity. One patient complained of nausea, 
probably because the injection was given too rapidly. At least 
10 minutes should be taken for an injection of 40 cc. of the 
solution. The left posterior oblique position is used to place the 
common bile duct in front of the vertebral column. 

The age of the patients ranged from 23 to 80 years. The 
author concluded that the intravenous cholangiogram permits 
an identification of the bile ducts in patients who have had a 
cholecystectomy and thus excludes the possibility of residual 
stones. The patients studied showed that it was not necessary 
that the gallbladder retain its concentrating power because the 
opaque bile passes directly to the gallbladder. Thus it is possible 
to establish the differential diagnosis between cholecystitis and 
the presence of a stone in the cystic duct, because in the first 
case the gallbladder is rendered opaque, while this does not 
occur in the latter condition. In patients with cholecystitis the 
presence or absence of a stone in the common duct can be 
definitely determined, thus avoiding exploration of the ductus 
choledochus. It is not possible, however, to render the bile ducts 
opaque in patients with an internal biliary fistula nor in those 
in whom the direct serum bilirubin is over 0.9 mg. per 100 cc. 
and the bromosulfalein retention is greater than 14%. 
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Fiftieth Anniversary of the General Hospital in Mexico City.— 
The General Hospital in Mexico City was founded Feb. 5, 1905. 
This teaching hospital has a capacity of 1,800 beds. Under the 
direction of Dr. Ruiz-Castafeda, important studies on typhoid 
and brucellosis have been carried on. A three day celebration 
marked the anniversary. On the first day there was a solemn 
commemorative ceremony in the auditorium of the school of 
medicine, which was attended by the President of the Republic. 
On the second day, Dr. Raoul Mournier, director of the medical 
school of the Universidad Nacional Autonoma de México, gave 
an address in which he said that 90% of all Mexican physicians 
owe all or part of their training to this hospital. 


TURKEY 


Purulent Blastomycosis.—In Dirim (vol. 28. no. 1) Seren and 
Kinacigil described a case of purulent blastomycosis, the first 
to appear in Turkish medical literature. The patient was a 36- 
year-old vegetable gardener who five months prior to admission 
had a small, painless pustule under the lobe of his left ear. Other 
furuncles developed, reddened, and became painful. He applied 
cold compresses and ichthammol ointment and was given sul- 
fonamides. At first there was amelioration, then the hard lesions 
softened and perforated, emitting a pale gray tenacious dis- 
charge with a peculiar odor. After two weeks of ineffective 
treatment he was transferred to the department of dermatology 
at which time he was subfebrile, his left cheek and chin were 
covered with ulcers, and a pale gray, gummy secretion oozed 
from the palm-sized center in which violet crateriform ulcers 
with warty edges were seen. The lymph glands below his chin 
were swollen and painful. He had several carious teeth and 
alveolar pyorrhea but no ulcers in his mouth. The buccal mucosa 
on the left side was colorless. Roentgenograms showed a slight 
triangular rarefaction of the mandible and perilobar adenopathy 
of both lungs that was more pronounced on the right. The 
erythrocyte count was 4,900,000 per cu. mm. with 60° hemo- 
globin and the leukocyte count was 6,000 per cu. mm. with 
60% eosinophils, 30% lymphocytes, 5% neutrophils, 3% mono- 
cytes, and 2% transitional cells. From the base of the ulcers 
large colonies of Blastomyces of the Busse-Buschke type were 
grown On saccarose-mannitol agar within 7 to 10 days. The 
sedimentation rate was 65, 

A guinea pig was given an intraperitoneal injection of a 5 
cc. emulsion of the original culture. After 15 days of continued 
fever it died. On autopsy isolated Blastomyces were found in 
the lower lobe of the right lung. None were found in the other 
organs. The patient was given 17 million units of crystalline 
penicillin sodium G without improvement. Various sulfonamides 
were given. In addition he received a daily dose of 3 gm. of 
potassium iodide and an injection of 0.3 gm. of neoarsphena- 
mine every third day. This resulted in a temporary edema of 
the face. Local therapy consisted of dressings of potassium per- 
manganate, Cetavlon, methylene blue, and a 3% solution of 
sodium borate. The ulcers diminished in size, but the induration 
of the tissues was not affected. During this treatment the patient 
remained subfebrile. He was then given diathermy and com- 
pletely recovered from this rare and usually fatal disease. 


Ethmoid Neurofibroma.—In the same bulletin (vol. 17, no. 1) 
Prof. N. Atav reported an ethmoid neurofibroma in a 64-year- 
old man. A year prior to admission bleeding from his right nostril 
had occurred followed by swelling and gradual complete ob- 
struction. There had been no pain. Examination showed an 
enlarged and swollen nose, a hard, pale, pink, smooth mass that 
had pushed the septum to the left and occupied his right nasal 
passage. A hematoma suspended behind the soft palate was seen 
in the rhinopharynx. Ethmoidectomy was performed. The tumor 
adhered to the posterior ethmoid cells and to the sphenoid bone. 
The tumor weighed 102 gm. and measured 15 by 5 by 4 cm. On 
macroscopic examination it did not resemble the tumors com- 
monly observed in the nose. Histodiagnosis at the Institute of 
Pathology of Istanbul revealed that the Schwann cells, which 
contained fibrous tissue, had joined to form bunches and in some 
portions the cells had rhythmic structure. Epithelial cylindrical 
cells covered the tumor. The report confirmed the diagnosis of 
ethmoid neurofibroma. 
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CORRESPONDENCE 


POLIOMYELITIS VACCINE 


To the Editor:—1 wish to call your attention to the fact that with 
all the controversy regarding the Salk vaccine there has been 
no report or mention of the original work that was performed 
by Dr. John A. Kolmer in the early 30's. The pioneer work 
done by Dr. Kolmer at that time with the attenuated vaccine 
caused a great deal of interest in that type of procedure until a 
few cases of active poliomyelitis developed. In order to appre- 
ciate the present dilemma regarding the Salk vaccine the scientific 
world should profit by the past mistakes and experiences. Let us 
not repeat the mistakes of the 1930's or the mistake made in 
the 1880's after Dr. Robert Koch’s premature announcement 
of the efficacy of his tuberculosis vaccine. 


T. A. Ranieri, M.D. 
2320 S. Broad St. 
Philadelphia 45. 


OSLER’S THREE IDEALS 

To the Editor:-—Under Miscellany (THE JourNaAL, March 26, 
page 1157) “Osler’s Three Ideals” was published. Although I 
am a hero worshiper to some extent, | do not accept as truth 
everything my hero says or has said. I was a pupil of Dr. Osler’s, 
and to me he was and still is a hero for whom I have great ad- 
miration and affection, but these facts do not blind me to the 
falsity of the first of his three personal ideals, “to do the day’s 
work well and not to bother about tomorrow.” Any tomorrow 
can be improved by having bothered about it, that is—thought, 
planned, and done something about it. If tomorrow arrived with- 
out my having bothered about it, my work would be so much 
more difficult as to upset my equanimity. To me it seems nec- 
essary to plan as far into the future as I effectively can without 
getting high blood pressure or other ill-effects. Here Dr. Osler’s 
third ideal, that of equanimity, becomes helpful. If for the lack 
of this, or in spite of it, I begin to get these ill-effects, they 
must be weighed against the good to be accomplished for my 
fellow men. Here Dr. Osler’s second ideal, that of the golden 
rule, becomes helpful. It seems to me, therefore, that Dr. Osler’s 
first personal ideal not only is a handicap to a successful life 
but is inconsistent with his other two ideals and that, if he had 
actually lived according to it, as no doubt he assumed he had, 
his accomplishments would have been meager instead of great. 


F. H. VeRHOoEFF, M.D. 
395 Commonwealth Ave. 
Boston. 


DISPOSAL OF INSTRUMENTS AND EQUIPMENT 


To the Editor:—The interesting letter from Dr. Benjamin C. 
Jacobs of Los Angeles that appeared in THE JOURNAL, June 4, 
page 424, has been called to my attention with the suggestion that 
I ask you to inform your readers of the opportunities to dispose 
of their medical and dental samples and also any unneeded surgi- 
cal instruments and equipment through the Catholic Medical 
Mission Board. For 27 years as president of the board I have 
been sending large quantities of this useful material to missions 
all over the world, and the need seems to be increasing. We 
have developed a system by which we request the physicians 
and others who have samples available to let us know about how 
many pounds they have on hand. We then forward to each 
correspondent the address of a mission headquarters. About 50 
of these headquarters, each representing a mission community, 
have registered for this service, and we send the address of the 
one nearest to our correspondent with the request that he ship 
the samples to them, prepaid. They are then sorted and sent to 
the missions where they will do the most good. We are con- 
fident that, as in all these 27 years no casualty has been re- 


ported from the use of these medicines, the missionaries will 
be very careful in their administration. Surgical instruments and 
equipment, if they are small, can be sent to the Catholic Medical 
Mission Board but, if bulky and heavy, we request that we be 
notified as to just what the object is and its condition, and then 
we write and give instructions for its disposal. This material is 
used in the missions without distinction of race, color, or creed 
for the help of the multitudes of sick poor who constantly come 
to the missionaries for aid. We shall welcome inquiries about 
this plan from readers. 

Rev. EDwarpD F. GaArReSCHE, S.J. 

President and Director 

Catholic Medical Mission Board, Inc. 

10 W. 17th St. 

New York 


To the Editor:—In THE JouRNAL, June 4, page 425, two physi- 
cians asked what to do with their drug samples. I have been 
sending mine to a charity hospital in Italy that is very glad for 
any type of medicament. The address is: Casa Sollievo Della 
Sofferenza, San Giovanni Rotondo, Foggia, Italy. 


WOLFGANG RoTHEs, M.D. 
215 E. Appley Ave. 
Libertyville, Ill. 


DRUG SENSITIVITY 


To the Editor:—Under the heading “Death from Sensitivity to 
Tetracaine,” a recent death at the Broadgreen Hospital, Liver- 
pool, England, was reported in THE JouRNAL, May 21, page 212. 
The only evidence of the patient’s sensitivity to the medicament 
was the negative preliminary test, therefore the assumption that 
the drug caused his death has no basis. When unphysiological 
masses enter the respiratory tract, a variable combination of dis- 
orders (including irregular contractions of respiratory, cardiac, 
and skeletal muscles) is liable to follow. The facts of this case 
are consistent with a diagnosis of aspiration syndrome, indicat- 
ing that the patient’s death was analogous to those of (1) babies 
who aspirate regurgitated milk, (2) patients who vomit under 
general anesthesia, and (3) swimmers who inhale a few drops of 
water. The introduction of any liquid (radio-epaque, neuro- 
depressant, or plain water) is dangerous, because liquid per se, 
by mechanical stimulation of reflex receptors within the respira- 
tory passages, can produce those disorders exhibited by the dying 
seacook, 

M. G. Baccor, M.D. 

De Paul Hospital, 

St. Louis. 


GASTRIC RESECTION 


To the Editor:—Distal gastrectomy as presently performed 
seems to disregard the embryologic, anatomic, and physiological 
fact that the stomach is a double organ, the proximal portion 
secreting acid and the distal secreting base. The cause of peptic 
ulcer 1s an excess of hydrochloric acid. Treatment consists of 
neutralizing the acid. It seems, therefore, illogical to remove the 
distal portion of the stomach, because this results in the loss of 
(1) the protective antral alkaline secretion, (2) the regulatory 
action of the pyloric sphincter, and (3) the normal gastro- 
intestinal continuity. Removal of the proximal parietal cells 
avoids these losses. The word “adequate” is frequently used to 
modify gastric resection. The adequacy should apply to the 
removal of the proximal parietal cells instead of to removal 
of the entire stomach. 

F. Gregory CONNELL, M.D. 

Oshkosh, Wis. 
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MISCELLANY 


HUCKSTERS IN HARLEY STREET 
Richard Gordon 


Reprinted with permission from Punch (Feb. 2, 1955).—Eb. 


The belief that doctors never advertise is one of the public’s 
charming misconceptions about the medical profession, like the 
notion that surgeons operate only when strictly necessary and 
obstetricians are better than midwives. Doctors advertise as 
fiercely as brewers—and much more ingeniously, because all 
publicity must be sought under the ethical code of the Genera! 
Medical Council. These rules prevent the British doctor from 
imitating his Egyptian colleague by stringing a banner across the 
street outside, saying “Dr. X, Good For All Diseases, Especially 
Diarrhoea”; they ensure that his brass plate is almost invisible 
and his consulting hours as difficult to read as the figures on a 
station time-table; but they are sporting enough to contain noth- 
ing preventing his wife ringing up the local cinema in the middle 
of the big feature on a Saturday night, and having “Dr. Y 1s 
NEEDED URGENTLY” flashed all over Gregory Peck. 

The most powerful advertising in the medical profession 
comes from Harley Street, where the address alone gives magic 
to any diagnosis. Any doctor who can afford the rent can set up 
practice there—there is plenty of room, because the street mys- 
teriously slides round corners into a string of a, B and C's, 
enabling patients to get a Harley Street opinion almost in 
Regent’s Park. 

Once you've signed the lease you send out cards to your 
medical-school cronies telling them of your change of address. 
This indicates only that you are open for business, because all 
of them know that they can find you for a game of golf for 
many years to come in the same old villa in Putney. Hardly any 
specialist can now afford to live in Harley Street, but most of 
them advertise themselves by giving the impression that they do. 
An American doctor’s waiting room looks so clinical that you 
could do a laparotomy among the magazines on the table, but 
the waiting room of a Harley Street doctor makes the patients 
feel awkwardly that the family have just cleared away lunch, 
and his consulting room looks like a Regency gentleman’s study 
with a couch moved in for the afternoon. This domestic atmos- 
phere can be overdone: one lady, left by her medical attendant 
while she undressed, informed him that she was ready by touch- 
ing the bell and produced the butler with a cup of tea. 


Once you have a footing in Harley Street the size of your 
practice largely depends on how carefully you advertise to the 
general practitioners who send you patients. If you are on the 
staff of a teaching hospital this is simple: medical students are 
impressionable young men and women, and even if they get 
brighter spotting your mistakes every year it takes a lifetime 
to forget a string of good scandalous anecdotes about your col- 
Jeagues. Quicker and more rewarding publicity comes from 
writing scientific papers to medical journals. It is not necessary 
‘to perform any research for this, or even to know much about 
your subject. You collect a bundle of random case notes, settle 
down with a typewriter after dinner, and begin: “In an extended 
series of cases of peptic ulcer treated by me in the past five years, 
1 observed that, in five, patients’—you glance through the notes, 
looking for something pretty common—‘also suffered from 
‘hammer toes.” Write enough to fill a page of the B.M.J. or the 
Lancet, head it “The Association of Hammer Toes and Peptic 
Ulceration,” and it will appear over your name in heavy type 
with degrees. 

This establishes you as a specialist in treating peptic ulcer 
with the experience of at least five years, and indicates that you 
are particularly good on patients with duodenal ulcers and 
hammer toes. You will thus scoop into your account book every 
private patient with indigestion and bad feet in the Home Coun- 
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ties. With luck, someone might christen the combination “The 
gastrohallux syndrome”; or turn it into a disease and name it 
after you. 

To counter this clever publicity fellow-specialists who are 
furious at missing a good idea immediately send a letter to the 
editor of the journal. These letters closely follow the same form. 
They always begin “Dear Sir, | was greatly interested in Dr. Z's 
most erudite and informative article in your last issue, which 
all who are concerned with this problem agree makes a sub- 
stantial step forward in our knowledge. | was somewhat sur- 
prised, however, that he made no reference to my paper on the 
subject in the Proc. Roy. Soc. Med. (1935), p. 10991a, reprints 
of which I shall be glad to supply those interested. I also find 
it a little difficult to understand how Dr. Z draws his conclusions 
from only five hundred cases, when I have myself treated 
eighteen thousand, not including those waiting outside as I write. 
Yours, etc. . 

Possibly the easiest way of making money on Harley Street 
was found by a fellow-student of mine who, feeling the at- 
mosphere would be good for study, lodged in a room over a 
garage at one end. Returning from a night out, he was struck 
with a brilliant idea. A few minutes’ work with a paint pot, and 
the patients wandering off the Marylebone Road next morning 
were confronted, under the official street label, with an arrow 
pointing to his front door and the legend 10 THE DOCTOR. 


LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Malpractice: Causal Connection Between Injury and Negli- 
gence.—The plaintiff sued the defendant, a dentist, for injuries 
sustained because of the defendant’s negligence. The plaintiff 
obtained a judgment, which was reversed on appeal. The de- 
fendant then petitioned for a rehearing by the Supreme Court 
of Oregon. 

The plaintiff went to the defendant’s office to have some of 
her teeth extracted. She was given a general anesthetic, nitrous 
oxide, and her throat was properly blocked to prevent the 
swallowing of extraneous matter. After the extraction, which 
took about 15 minutes, she was wakened and helped from the 
chair to another room, where she was permitted to lie prone on 
her back on a couch for about 5 minutes before going home. 
Several days later the plaintiff developed a severe cough and spit 
up a greenish bile-like substance. Subsequent x-rays revealed 
that she had putrid lung abscesses. An expert medical witness 
testified that the abscesses developed from the aspiration of 
infected material, which caused suppurative pneumonia and 
consequentially the lung abscesses. In his opinion the plaintiff's 
condition was probably caused from swallowing infected matter 
while she was lying on her back after the extraction, providing 
she had been under a general anesthetic at the time. This latter 
point was important because, he stated, unless the plaintiff was 
unconscious, her epiglottis would respond normally and would 
protect the trachea from the entrance of foreign matter. 

The Supreme Court noted that the only act of negligence 
committed by the defendant was the fact that he permitted the 
plaintiff to lie prone on her back immediately after the extraction. 
It held, however, that the plaintiff's evidence failed to show that 
her lung condition was caused by such act. The expert’s opinion 
was based on the assumption that the plaintiff was unconscious 
at the time she was lying down, but actually the evidence tended 
to show the contrary. Without this factor, an opinion as to 
causation would be no more than a speculation, since it was 
just as likely that the infected matter could have been swallowed 
while the plaintiff was in the dentist’s chair. A jury may not base 
a finding upon such a speculation, concluded the Supreme Court. 
Accordingly, the judgment in favor of the defendant was affirmed 
and the petition for rehearing denied. Wintersteen v. Semler, 
255 P. (2d) 138 (Ore., 1953). 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Cardiac Glycosides in the Treatment of Cardiogenic Shock. 
R. Gorlin and EF. D. Robin. Brit. M. J.1:937-939 (April 16) 1955 
{[London, England]. 


The cardiogenic shock of myocardial infarction represents 
true myocardial failure. Therapy in this type of shock, however, 
is seldom aimed at the heart itself, because overt evidence of 
failure is often lacking. Clinical methods of defining failure 
of the left ventricle are poor, and the right ventricle seldom 
manifests gross failure early in acute myocardial infarction; 
massive right-sided congestion, in fact, may not develop in 
patients with normal blood volumes who have not previously 
been in failure. The use of a cardiac glycoside given intra- 
venously in small doses produced a remarkable clinical response 
in four patients with cardiogenic shock, three of whom ulti- 
mately survived. The blood pressure in all the patients was 
increased, pulmonary edema decreased, and coma _ cleared 
dramatically. The dose is important in avoiding acute toxicity. 
Therapeutic responses were obtained with from 25 to 50% 
of the generally accepted effective dose of ouabain, the initial 
doses consisting of 0.05, 0.1, or 0.2 mg. instead of the recom- 
mended 0.5 mg. Digitalis, too, is still a potentially dangerous 
drug and when it is given, it should be in doses fractionally 
from 25 to 50% of the initial dose given to the average cardiac 
patient. The one death that occurred in this series may have 
been related to a digitalis-induced arrhythmia. Myocardial 
infarction complicated by severe shock carries a mortality rate 
that has been estimated to be as high as 93°, but the records 
of these patients show that survival after this usually lethal 
combination of injuries may be secured by the judicious use of 
the cardiac glycosides, which increase the stroke work of the 
heart and with it the cardiac output and arterial pressure. 
The following therapeutic program is suggested: (1) morphine 
sulfate for pain; (2) position in bed for its effect on blood 
pressure and venous return; (3) phlebotomy for elevated 
venous pressure; (4) vasoconstrictor agents for increasing 
systemic resistance and arterial pressure; and (5) cardiac glyco- 
sides. Each should be tried in additive succession, with a 
realization of the physiological contribution of each agent, that 
is, how the cardiac glycosides may support the pressor response 
to the vasopressor agents. 


Behavior of Coronary Sclerosis in the After-War Period. 
R. Neth and G. Schwarting. Deutsche med. Wehnschr. 80: 
§70-573 (April 15) 1955 (In German) [Stuttgart, Germany]. 


Neth and Schwarting compared autopsy studies from 1945 
to 1948, when nutrition was deficient, with those carried out 
between 1950 and 1953, when nutrition was normal. The 
records of 10,383 autopsies were reviewed and _ statistically 
analyzed. The most noteworthy factor was that whereas the 
number of stenosing coronary scleroses remained practically 
the same throughout these years, a considerable increase in 
cardiac infarcts coincided with the improvement in the food 
supplies. These infarcts had shown a decided decrease during 
the years when the food supplies were greatly curtailed. The 
authors deduce that coronary sclerosis is only one factor in 
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the pathogenesis of cardiac infarct, and that other contributing 
factors must have been lacking in the years when food supplies 
were deficient. Such contributing factors might be: (1) the 
increase in the consumption of cigarettes; (2) the increased 
tendency to thrombosis, which might be more closely allied 
with the diet; (3) possibly a “factor of adaptation,” in that 
the alteration in many vital conditions came on too abruptly 
during the after-war period in Germany, whereas otherwise 
in many cases a better collateral circulation could have de- 
veloped; and (4) neurosympathetic influences, since the in- 
crease in cardiac infarcts usually parallels the increase in 
sympathetic and functional disturbances. Furthermore, an in- 
crease in cardiac infarcts has been observed also in countries 
in which the nutritional conditions underwent less severe 
fluctuations than they did in Germany, and so the authors 
feel that cardiac infarct can be regarded as a disease of civil- 
ization and a reaction of the organism to the increased tempo 
and stresses of modern life. 


Dysphagia Associated with Sclerosis of the Aorta. P. G. 
Keates and O. Magidson. Brit. J. Radiol. 28:184-190 (April) 
1955 {[London, England]. 


Hypertension and the degeneration associated with age re- 
sult in elongation of the aorta. The latter accommodates its 
increased length by wandering from its normal course. In 
general, unfolding produces widening of the aortic arch, which 
is visible on roentgenologic examination in the posteroanterior 
view. Below this point the aorta either describes a reversed-C 
course or a reversed-S course. Keates and Magidson present 
the histories of seven patients who complained of dysphagia. 
Five patients were over 70 years old, and all were women, 
who tended to be short and thick-set, and some were kyphotic. 
Most of them complained of dyspnea of cardiac type or of 
angina, symptoms that seemed to have been aggravated for 
the same period of time that dysphagia had been noted. 
Difficulty in swallowing was noticed, particularly with solid 
food, which seemed to stick, and the severity of the dysphagia 
varied from time to time. Esophagoscopy was carried out in 
three patients and no changes were seen except those attribut- 
able to pressure from the heart and aorta. The hold-up of the 
barium in these patients was at the level at which the esopha- 
gus was impressed by the aorta and the latter must clearly 
be primarily responsible for the delay. The deviation of the 
aorta from its normal course through the relatively restricted 
space of the mediastinum, together with the stiffening of the 
xortic wall by sclerotic changes, largely account for com- 
pression of the esophagus. The authors believe that the com- 
monly found enlargement of the left ventricle contributed to 
the changes found, for in its lower course the esophagus lies 
between the left ventricle and the aorta, and an increase in 
volume of the former must tend to squeeze the esophagus 
against the aorta. The described roentgenologic changes are 
found quite commonly in elderly patients, but only a few 
complain of dysphagia. It should be remembered, however, 
that the consciousness of an abnormality in swallowing does 
not follow consistently from the presence of a mechanical 
disorder; for instance, patients with cardiospasm may be 
unaware that their power to swallow is altered. A complaint of 
difficulty in swallowing in an elderly patient coupled with the 
finding of abnormal aortic impression and a hold-up of barium, 
should suggest the possibility of this syndrome. The condition 
is rare, and the diagnosis should not be made until other causes 
of dysphagia have been eliminated. 


Is Pernicious Anemia a Precancerous Disease? G. Di Guglielmo. 
Tumori 41:16-23 (No. 1) 1955 (In Italian) [Milan, Italy]. 

Di Guglielmo states that pernicious anemia probably is a 
precancerous disease despite the fact that the mechanism of 
transition from one disease to the other is still obscure. The 
statistical data of the last 20 years (since the introduction of 
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liver therapy) seem to indicate a progressive increase of the 
incidence of gastric cancer in patients with pernicious anemia. 
This increased incidence can be explained by the fact that 
with adequate therapy these patients can now live longer and 
the neoplastic process has thus time to develop and be detected 
on radiological and clinical examination. It was assumed in 
the past that the intense atrophy of the specific glandular 
tissue of the stomach of patients with pernicious anemia might 
be the common basis of the blood condition and gastric cancer. 
But the gastric atrophy of patients with pernicious anemia ts 
of a dystrophic nature whereas that of patients with cancer is 
of an inflammatory nature. Therefore, it is more probable that 
the two diseases are correlated through common hereditary 
influences, and that the higher mortality from cancer of the 
stomach of patients with pernicious anemia is genotypic, de- 
pendent on a hereditary predisposition, which is common to 
both diseases. Cytological studies have shown that the morpho- 
logical alterations of the epithelial squamous cells, cylindric 
cells, and histiocytes of the stomach of patients with pernicious 
anemia disappear following treatment with liver preparations 
or vitamin By». However, there are a few groups of gastric 
cylindric cells that are found only in patients with pernicious 
anemia and that the American authors have called “active P.A. 
cells.” These cells are not influenced by liver therapy; they 
are irreversible in the same manner that the gastric atrophy of 
patients with pernicious anemia is irreversible. These “active 
P.A. cells” might be the connecting link between pernicious 
anemia and gastric cancer. Although these cells do not show 
the most typical morphological characteristics of malignant 
cells, they are nevertheless so much like malignant cells as 
to have led many expert workers to the wrong diagnosis of 
neoplastic cells. Di Guglielmo suggests that patients with 
pernicious anemia be checked frequently with radiological 
examination, cytological investigation of the gastric cells, and 
biopsy of the gastric mucosa to detect as soon as possible an 
eventual neoplasm, Features that, according to the author, 
will suggest the presence of cancer are (1) the presence of 
“active P.A. cells” even during a phase of remission, and (2) 
the total absence of normal parietal cells in the biopsy speci- 
men of the gastric mucosa with a concurrent diminution of 
absorption of radioactive vitamin B... 


Refractory Anemia Occurring in Survivors of the Atomic 
Bombing in Nagasaki, Japan. R. D. Lange, S. W. Wright, 
M. Tomonaga and others. Blood 10:312-324 (April) 1955 [New 
York]. 


Refractory hypoplastic anemia was observed in six sur- 
vivors of the atomic bombing in Nagasaki, Japan, four to 
seven years after the bombing. These patients presented the 
classical triad of anemia, leukopenia, and thrombocytopenia, 
without significant enlargement of organs. Bone marrow ex- 
amination failed to reveal the presence of leukemia and in 
none of the patients was there evidence of a hypersplenic 
syndrome. The patients were treated with penicillin, iron, 
vitamin B., and blood transfusions but failed to improve. All 
patients died, and autopsy, which was granted in five, con- 
firmed the diagnosis. The bone marrow varied from normal 
cellularity to almost complete aplasia, and in one case to 
fibrosis; in this latter case extramedullary hematopoiesis was 
present in addition to myelofibrosis. Four of the patients had 
been exposed to the atomic bomb explosion at distances of 
less than 1,500 meters, and in all four definite radiation symp- 
toms developed. It can be assumed that these patients received 
a significant insult to their hematopoietic system from atomic 
radiation. The occurrence of four cases of refractory anemia 
among 5,075 persons representing the known survivors at 
distances under 1,500 meters from the ground center of the 
atomic bomb explosion in Nagasaki is suggestive of a probable 
cause-and-effect relationship between the exposure to. the 
atomic bomb and the subsequent development of refractory 
anemia; the latter thus may occur as a late manifestation of 
exposure to atomic radiation. In the other two patients ex- 
posed beyond 3,800 meters, the distance and lack of symptoms 
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of the acute radiation syndrome made it improbable but not 
impossible that radiation per se was a factor in the subsequent 
occurrence of refractory anemia. The unusual features of the 
authors’ cases are (1) the radiation insult caused by a single 
exposure to ionizing radiation and (2) the fatal hematopoietic 
damage that developed after a latent period of four to seven 
years without exposure to other known bone marrow toxic 
agents. The pathogenesis of this disorder remains puzzling. 
Due to the fact that radioactive isotopes might have been 
deposited in the bone marrow after exposure to the ionizing 
effect of atomic energy, the bones of three of the patients 
were analyzed for the presence of any remaining radioactivity, 
but results were completely negative. This is not conclusive, 
however, since these studies were made seven years after the 
exposure. 


Case of Pheochromocytoma,. FE. Sales Sales and G. H. Kollmar. 
Rev. med. cir. 22:18-22 (March) 1954 (In Spanish) [Barran- 
quilla, Colombia]. 


A 35-year-old woman complained of headaches, dizziness, 
palpitation, vomiting, and tachycardia for the last three years. 
There was acute pain in the left lower quadrant of the ab- 
domen before and during menstruation. The patient had had 
constant epigastric colic pain, for the last 40 days, radiating 
into the left hypochondrial region. A rise of blood pressure 
up to 280 mm. Hg. systolic and 140 mm. Hg. diastolic, with 
tachycardia, dyspnea, and anxiety, occurred during the last 
week before consultation and again two days after hospital- 
ization. A tumor in the left hypochondrial region was palpated 
and verified by roentgen examination of the abdomen. A 
clinical diagnosis of pheochromocytoma was made. The Regi- 
tine (imidazoline derivative) test gave strongly positive results 
with rapid lowering of blood pressure from 280 to 140 mm. 
Hg before the test to 130 to 80 mm. Hg half a minute after 
starting of the test and for more than 10 minutes after the 
test. At operation the tumor was found in the retroperitoneal 
space, near the left kidney, penetrating its lower pole. The 
tumor was surrounded by a plexus of varicose veins. Its 
pedicle was formed by two large arterial trunks, one of which 
originated near the first branching of the aorta. The blood 
pressure was carefully controlled during the operation. The 
pressure increased rapidly during manipulation of the tumor 
and was controlled by intravenous and intramuscular injection 
of 10 cc. and 5 cc., respectively, of Regitine. In cutting the 
main pedicle of the tumor the blood pressure rapidly fell to 
50 mm. Hg systolic. The patient was placed in the Trendelen- 
burg position, and the blood pressure was maintained at 70 
mm. Hg by administration of nor-epinephrine and Levophed 
bitartrate. The tumor weighed 590 gm. On histological study 
it proved to be a functioning active pheochromocytoma. The 
immediate and late postoperative periods were uneventful. 
The patient was discharged 10 days after the operation, and 
she is in a generally normal state after a follow-up period of 
eight months. 


Favism: A Case Report. KR. W. Frelick and J. H. Benge. Dela- 
ware M. J. 27:73-75 (April) 1955 |Wilmington, Del. |. 


A 70-year-old man, who had been born in Italy, was 
brought to the hospital in a confused state. His hemoglobin 
level had been followed in the past, since he had had a 
severe anemia 10 years earlier. A month prior to his ad- 
mission his hemoglobin level was 90%. He cooked his own 
meals, which were nutritious and well-balanced. On hos- 
pitalizatian, his respirations were depressed and intermittently 
Cheyne-Stokes in character. His skin and scleras appeared 
somewhat icteric. The red blood cell count was 1,600,000 per 
cubic centimeter and the hemoglobin level was 5 gm. per 
100 cc. Blood transfusion was started and because of the 
Cheyne-Stokes respirations, OXygen was administered. Shortly 
after admission it was noted that the patient had passed dark 
urine, which stained the sheet a peculiar color. Examination 
of the urine under Wood light revealed no fluorescence. Uri- 
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nalysis indicated hemoglobin, although few red blood cells were 
seen microscopically. Hemolytic anemia was suspected. It was 
learned that three days before, the patient had eaten fava 
beans, and so the symptoms were believed to be due to 
favism. Improvement was rapid. During his stay in the hos- 
pital the patient received a total of 2,500 cc. of blood, and 
at the time of discharge, nine days after admission, the hemo- 
globin level was 10.5 gm. per 100 cc. The patient eats fava 
beans only twice a year, when they first come in the spring, 
and in the winter when they are dried. The patient's brother, 
who had died 20 years before, knew that if he went near a 
field of fava beans, he would develop a high fever. Evidently 
two factors are needed for the development of favism: a 
susceptible person and contact with the antigen, either in the 
form of pollen or the ingestion of the beans. Favism may be 
expected to occur, particularly in communities with large 
Italian populations, although favism has been reported in 
Anglo-Saxon, Jewish, Spanish, Greek, Turkish, and Chinese 
persons. 


A Case of Favism. O. R. McCarthy. Lancet 1:748-749 (April 9) 
1955 [London, England]. 


Favism is a disease in which acute hemolysis follows the 
ingestion of broad beans (Vicia fava) or inhalation of their 
pollen. Symptoms appear from 5 to 24 hours after ingestion 
of the beans, or in a matter of seconds after inhalation of 
their pollen. There is malaise, nausea, and vomiting. Pyrexia 
may be present. The patient becomes jaundiced, and his 
liver and spleen may enlarge. There is a fall in the red blood 
cell count, a rise in serum bilirubin and serum potassium levels, 
a reticulocytosis, and often a leukocytosis. The urinary uro- 
bilin may increase, and albuminuria and hemoglobinuria may 
be present. An increased red blood cell fragility may be found 
in the early stages. The severity varies from the acute case, 
requiring blood transfusion, to mild ambulatory cases with 
few signs. The condition is usually regarded as a manifestation 
of allergy, though this is not accepted by all authorities. The 
case of favism presented here concerned a 9-year-old English 
boy, who began to feel unwell after he had eaten cooked 
broad beans. On the following day he ate more of the beans, 
and two hours later he had an attack of chills. On the day 
after that it was found that he was jaundiced, and he vomited 
several times. The jaundice began to fade in about three days. 
He had had jaundice twice before, in 1952 and 1953, each 
time during the late spring. Both attacks were closely preceded 
by a meal containing broad beans, and each attack consisted 
in shivering, malaise, vomiting, and jaundice. His mother 
volunteered the information that her maternal uncle used to 
become ill and jaundiced every time he ate broad beans. The 
author believes that this is probably the first case of favism 
to be described in a person of non-Mediterranean descent. 
The diagnosis might not have been made but for the mother’s 
insistence on the connection between the beans and the 
jaundice. This case suggests that favism should be considered 
as a cause of hemolytic anemia not merely in Mediterranean 
people or their descendants but also in other persons. 


Alterations in Water and Salt Metabolism After Bilateral 
‘Adrenalectomy in Man. M. L. Mendelsohn and O. H. Pearson. 
J. Clin. Endocrinol. 15:409-423 (April) 1955 [Springfield, Ill.]. 


Six patients with advanced cancer, who were subjected to 
bilateral adrenalectomies, were studied during cortisone with- 
drawal to determine the alterations in salt and water metabolism. 
Metabolic balance measurements of water and electrolytes were 
carried out in all patients, and in two the volumes of dis- 
tribution of inulin, antipyrine, and radioactive sodium were 
also determined. Profound clinical collapse occurred in all 
patients within three to seven days after withdrawal of cortisone 
and was the determining factor in each patient for resuming 
the cortisone therapy. Water retention was the most frequently 
observed metabolic change in seven withdrawal studies. In 
the two patients in whom distribution of inulin and anti- 
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pyrine was studied, there was an apparent expansion of the 
inulin space of 15% and 21%, respectively, during cortisone 
withdrawal, without significant alterations in antipyrine space 
or in total exchangeable sodium. Hyponatremia developed in 
four patients, unassociated with significant renal salt-wastage. 
Serum potassium levels rose slightly in two patients and 
remained unchanged in four patients, during cortisone with- 
drawal. Although internal and external changes in salt and 
water metabolism have been observed, these results tend to 
minimize the role of these phenomena in the pathological physi- 
ology of acute adrenal insufficiency in man. These data are 
considered unique in that a specific salt-retaining factor was 
not included in the control medications. In terms of the 
management of acute adrenal insufficiency in the patient with 
an adrenalectomy, the authors’ results are significant insofar 
as cortisone given intravenously, which provides rapid adrenal 
hormone replacement, is the essential factor in the treatment of 
these patients. The management of water and electrolyte therapy 
must be highly individualized. Vigorous administration of 
sodium chloride solution should be weighed against the risk 
of pulmonary edema, since the patient may already have an 
expanded extracellular volume or an excess of body water. 
In the treatment of hypotension, vasoconstrictants have the 
priority, unless there are specific indications of an absolute 
deficiency of circulating blood volume. 


Does Reduced Blood-Supply Cause Pain? M. Kelly. Lancet 
1:747-749 (April 9) 1955 [London, England]. 


Ischemia has become a standard explanation for pain of 
unknown origin, but apart from coronary insufficiency, inter- 
mittent claudication, arterial embolism, and arterial spasm, 
few pains are definitely attributable to reduced blood supply. 
In most cases there is no evidence of ischemia and one is 
guided chiefly by analogy—especially by the classical experi- 
ments on constriction-pain in working muscle. Kelly points 
out that Lewis believed that a chemical substance (factor P) 
is produced by working muscles without oxygen, and _ this 
substance is diffused into the pain nerves in the tissue spaces. 
Kelly cites evidence that factor P is not produced by anoxia, 
and that it is not a circulating biochemical substance. He 
demonstrates that ischemic muscles can be exercised without 
pain for considerable periods if their nerve supply is un- 
damaged. Pain develops in muscles that are worked with 
free blood supply but with nerves partially blocked. So-called 
ischemic pain in muscles is due chiefly to fatigue through 
partial nerve block. Factor P cannot be detected in the cir- 
culating blood. There is no evidence that ischemia is a general 
cause of obscure pains. 


Analytical Review of Spontaneous Haemopneumothroax. R. J. 
Calvert and E. Smith. Thorax 10:64-72 (March) 1955 [London, 
England]. 


Calvert and Smith present the histories of three patients with 
spontaneous hemopneumothorax. The three patients were sub- 
jected to frequent and early thoracenteses. The first patient 
responded to conservative measures without resort to blood 
transfusion and, later, enzymatic pleural débridement; the 
third had continued intrapleural hemorrhages requiring re- 
peated blood transfusions, but towards the end of the first 
24 hours even simple thoracentesis induced syncope. She died 
before arterial transfusion was begun while unfit for remedial 
thoracotomy. Retrospective consideration compels the belief 
that increasing tachycardia despite normal blood pressure 
warrants immediate thoracotomy in such cases. The literature 
On spontaneous hemopneumothorax records about 150 cases. 
Hansen in 1949 preferred the term “pneumohemothorax” be- 
cause the primary event is the intrapleural extravasation of 
air, followed by hemorrhage. The terms “spontaneous” or 
“idiopathic” may be erroneous as this condition could be a 
sequel to previous tuberculosis, no longer demonstrable. Ac- 
cepted explanations incriminate rupture of both subpleural 
bullas and adhesions, the former allowing the escape of air and 
the latter of blood into the pleufal*cavity. Both subpleural 
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bullas and pleural adhesions can be highly vascularized. The 
three cases described presented a remarkably clear clinical pic- 
ture, which resembled that of spontaneous pneumothorax but 
with varying additional evidence of hemorrhage and pleural 
effusion. The patient is usually a male of 15 to 45, frequently 
in his 30’s, During mild activity, or while at rest, he is seized 
with a sharp, stabbing unilateral pain in the chest. The pain is 
increased by movement and may radiate to the shoulder or 
abdomen and often subsides within 24 hours, only to return. 
The pain may be confined to the abdomen. Irritation of the 
diaphragmatic pleura may simulate an acute abdominal emer- 
gency, especially if there are signs of shock, while nausea, 
vomiting, and abdominal rigidity may further mislead. Re- 
covery from spontaneous hemopneumothorax is usual within 
two months, but death from relentless hemorrhage is a danger 
within the first three days. Massive, uncontrolled intrapleural 
hemorrhage is a surgical, rather than a medical, emergency. 
Early thoracotomy is often indicated to identify and either 
ligate or electrocoagulate the bleeding point as a life-saving 
procedure. It was previously considered that thoracentesis should 
be delayed or, if adopted, that it should be accompanied by 
air replacement. This latter procedure is both useless and even 
a hindrance to early recovery. Immediate and repeated aspira- 
tion, although decreasing the intrapleural pressure, does not 
restart bleeding and will prevent a later fibrothorax. The forma- 
tion of a “peel” on the contracted lung surface after hemothorax 
can be prevented by fibrinolytic enzymes. Combinations of 
streptokinase and streptodornase have usually been employed, 
but more recently trypsin has been used with equal success. 
Thoracotomy with pulmonary decortication is the procedure 
for patients who fail to respond to enzymatic instillation. 


Combination of Cortisone and Chloramphenicol in Treatment 
of Typhoid Fever. P. Introzzi and S. Mainoli. Minerva med. 
46:213-220 (Jan. 27) 1955 (In Italian) [Turin, Italy]. 


The combined administration of cortisone and chloram- 
phenicol (chloromycetin) brought about a more prompt and 
constant relief from the toxic and infectious symptoms of 
typhoid fever in 38 patients than did the administration of 
cortisone alone in 4 patients with the disease. The diagnosis— 
typhoid fever in 39 and B paratyphoid in 3—was established 
in 36 of the patients by means of the common culture tests 
and in 6 by the Grubel-Widal reaction. Cortisone was always 
given intramuscularly. Adults received 300 mg. during the 
first 24 hours, 200 the second day, and 100, in the severest 
cases only, the third day. For children less than 8 to 10 years 
old the dose varied according to age and weight. Chloram- 
phenicol was given partiy by the oral route and partly in 
suppositories in doses of 50 mg. per kilogram of body weight 
for five to six days, according to the severity of the disease, 
never exceeding a daily dose of 2.5 gm. Thereafter 1 gm. was 
administered daily for five to six days, bringing the average 
total dose of chloramphenicol given to each patient to 17 
to 21 gm. After this, the patient was given intravenously three 
injections of vaccine at an interval of two to three days each. 
Most of the patients were afebrile in 24 hours, some even 
within 8 hours. The stupurous state subsided, tremor and 
asthenia disappeared, and appetite returned. The spleen became 
normal in three to four days. The oldest patient, a 71-year-old 
man with chronic heart insufficiency caused by myocardial 
sclerosis, died during the convalescence period from acute 
insufficiency. All the other patients were discharged 25 to 30 
days after their admission and after repeated stool cultures 
had been negative for Salmonella typhosa. One patient showed 
a relapse three days later, but the episode responded well to 
another course of the combined treatment. Side-effects were 
never observed in these patients. Studies of the serum agglu- 
tination carried out during the treatment period indicated that 
cortisone does not alter the normal development of the immune 
reaction. The authors advance hypotheses to explain the 
mechanism of action of cortisone in these patients. They sug- 
gest that the combination of this hormone with chloramphenicol 
is especially indicated for severe cases of typhoid fever. 
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Coarctation of the Aorta with Special Reference to the First 
Year of Life. W. T. Mustard, R. D. Rowe, J. D. Keith and 
A. Sirek. Ann. Surg. 141:429-436 (April) 1955 [Philadelphia]. 


The 90 infants and children with coarctation of the aorta 
seen at the Hospital.for Sick Children at Toronto during the 
last 10 years included 16 under one year of age with coarc- 
tation of the postductal (adult) type and 32 under one year 
of age with coarctation of the preductal (infantile) type. The 
children chosen for operative anastomosis generally come from 
those in whom the signs or symptoms of coarctation appear 
after the first year. Those who present signs or symptoms of 
the condition in infancy, however, constitute two-thirds of all 
the patients with coarctation, and since very few of them will 
survive the first year of life unless they are treated surgically, 
the constricted portion of the aorta should be excised when- 
ever possible. The diagnosis can be established and the opera- 
tion performed even in the youngest infants; one in this series 
was only 11 days old. Dyspnea and heart failure are the usual 
presenting signs in both types, and heart murmurs are frequent. 
A severe associated defect is usually present in babies with 
cyanosis. Marked enlargement of the heart is frequently 
shown in the roentgenograms. The blood pressure is always 
higher in the arm than in the leg: when, as may be the case 
in babies with heart failure, the pressure in the arm is normal, 
that in the leg will be still lower. Systolic pressure in the arm 
varied from 90 to 180 mm. Hg in most cases. The pressure 
in the leg was sometimes unobtainable: when present, it varied 
from 55 to 115 mm. Hg in postductal coarctation and had 
a maximum value of 130 mm. Hg in preductal coarctation. 
The mortality rate is highest (89%) in children less than 
one year old with the preductal type of coarctation; a delay 
of even a few days in operating on these babies may be fatal. 
Those that respond to digitalis and supportive therapy should 
be followed carefully and their condition reassessed in a few 
days. The mortality rate in babies less than one year of age 
with postductal coarctation is 60%. Most of the deaths take 
place in the first six months; failure occurring during that 
period may prove rapidly fatal in spite of digitalis and one 
should therefore be prepared to operate on short notice. 
Excision of the narrowed segment was performed in five 
babies with postductal coarctation with no operative deaths, 
and in 10 babies with preductal coarctation with five deaths. 
The deaths were due chiefly to severe associated defects. All 
five babies with preductal coarctation who survived the opera- 
tion were in failure when it was performed and all were 
relieved of their failure; the blood pressure returned to within 
normal limits in four of these children after the operation 
and is close to normal in the other. 


The Surgical Treatment of Chronic Pericardial Effusion and 
Cardiac Tamponade. E. P. Mannix Jr. and C. Dennis. J. Thora- 
cic Surg. 29:381-397 (April) 1955 [St. Louis]. 


Pericardiectomy was performed on six patients between the 
ages of 34 and 67 who originally had pericarditis with effusion 
caused by Mycobacterium tuberculosis in one, while the causa- 
tive agent was not determined in the other five. At the time 
of the surgical intervention the pericarditis was still in the 
stage of effusion in four patients, but it had progressed to 
the stage of constriction in the remaining two. During the 
stage of effusion and at fhe time of surgical intervention all 
six patients showed signs of cardiac tamponade such as 
hepatomegaly, ascites, low pulse pressure, low blood pressure, 
elevated venous pressure, prolonged circulation time, dependent 
edema, and low-voltage electrocardiographic patterns. The 
apparent duration of the disease before the surgical interven- 
tion averaged 17 months. Five of the six patients had moderate 
fever and received streptomycin and p-aminosalicylic acid for 
at least two weeks before the operation. Pericardiectomy 
brought prompt relief of cardiac tamponade and _ striking 
general improvement in all patients. One patient died unex- 
pectedly two years after the operation of undetermined cause 
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after previously feeling well. Pericardiectomy is much more 
easily performed during the effusive rather than the con- 
strictive stage of pericarditis, which may necessitate a meticu- 
lous and difficult decortication. Early operation is recommended 
in both the tuberculous and idiopathic types of pericarditis 
whenever a prompt remission in constitutional symptoms and 
disappearance of the fluid do not occur with conservative 
therapy. Any patient with an appreciably thickened parietal 
pericardium in the presence of effusion should likewise have 
pericardiectomy. The operation was not employed during the 
effusive stage of rheumatic pericarditis for tear of the presence 
of active carditis. The authors prefer resection of the pericar- 
dium to pericardiostomy for the following reasons. It provides 
better drainage of the pericardial fluid: the problem of sealing 
over the pericardial stoma is eliminated: pericardiectomy re- 
moves a part or all of the focus of infection: complete visual- 
ization of the visceral pericardium is obtained, and resection 
of this layer can then be performed if such action seems 
appropriate. 


The Vagal Body Tumor. S. O. Burman. Ann. Surg. 141:488-498 
(April) 1955 [Philadelphia]. 


Chemodectomas (tumors of the chemoreceptor system) pre- 
senting above the level of the clavicle may arise from three known 
Sites: the carotid bifurcation, along the tympanic nerve or jugular 
bulb in the floor of the middle ear, and the ganglion nodosum of 
the vagus nerve. The vagal body, which is intimately associated 
with the ganglion nodosum, is represented by single or multple 
structures, usually lobulated, highly cellular, and vascular. Its 
innervation is identical with that described for the carotid body, 
namely, a fiber, mainly sensory, from the glosopharyngeal nerve, 
and possibly also from the sympathetic chain. Tumors of the 
vagal body are exceedingly rare: the case now presented is ap- 
parently the fifth to be recognizably reported in the world’s 
literature and the first with widespread secondary dissemina- 
tion. The tumor was detected in June, 1946, while the patient, a 
38-year-old white woman, was being treated for acute purulent 
pharyngitis and laryngitis: it appeared as a firm, rounded 
mass in the pharyngeal wall. A hard, deeply fixed mass, 2.5 
cm. in diameter, high in the lateral cervical area above and 
behind the angle of the mandible in tront of the anterior 
border of the sternocleidomastoid muscle, seemed on bimanual 
palpation to be confluent with the parapharyngeal mass. A 
diagnosis of lymphosarcoma was entertained, but the patient, 
whose throat inflammation had subsided in response to treat- 
ment with sulfadiazine and penicillin, desired no further 
attention and was therefore discharged. She was seen again in 
November, 1948, when she complained of tatigue, dryness of 
the throat, and headache. The mass was then seen bulging 
into the pharynx, and chest roentgenograms showed what were 
believed to be multiple metastatic pulmonary deposits in both 
middle and lower zones without appreciable hilar or medi- 
astinal adenopathy. A firm diagnosis was not established, but 
a therapeutic course of deep irradiation was tried without 
producing any change in the size or shape of the pharyngeal 
mass. The tumor continued to increase in size, gradually dis- 
placing the uvula to the left and giving the patient the sensa- 
tion of a lump in the throat and causing slight dysphagia. 
Repeated roentgenographic examinations showed numerous os- 
teolytic lesions as well as progression of the pulmonary deposits. 
Involvement of the 6th, 9th, 10th, and 12th cranial nerves 
by direct extension has been shown by increasing deafness, 
hoarseness, complete right-sided palatal paralysis, and right 
hemiparesis of the tongue; absence of the right patellar reflex 
suggests involvement of the third lumbar vertebra and nerve 
root. Tumor tissue in a biopsy specimen taken from an occipi- 
tal metastasis proved to be typical of chemodectoma. No 
evidence of any other primary malignant focus has been 
found, and in spite of her disabilities the patient is still able to 
carry on fairly well. Removal of a vagal body tumor is 
hazardous; adequate exposure of the site is difficult to obtain, 
and bleeding may be profuse. No procedure should be under- 
taken without an ample supply of whole blood for replacement; 
when the biopsy specimen in this case was taken, the incised 
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lesion bled so much that two pints of whole blood were needed. 
(hemodectomas are entirely radioresistant. They are character- 
istically indolent, slow-growing tumors; occasional examples of 
local invasion have been seen, but distant metastases are rare. 
Complete excision, with sacrifice if necessary of involved nerves, 
is the treatment of choice; in aged or infirm patients, however, 
definitive therapy may be withheld. 


Postoperative Crises of Patients with Hyperthyroidism. G. Foja- 
nini and A. Conti. Arch. ital. chir. 79:29-59 (No. 1) 1955 
(In Italian) [Bologna, Italy]. 


During the last fifteen years, 177 interventions for hyperthy- 
roidism were performed at the surgical clinic of Rome. There 
were 148 normal reactions to the operation, 22 thyrotoxic reac- 
tions, and 7 thyrotoxic crises. Postoperative thyrotoxic crisis 
arises as a grave, sudden, and early complication of thyroidec- 
tomy and occurs more often after subtotal than after partial 
thyroidectomy. It arises 10 to 30 hours after the intervention, 
with pyrexia, tachycardia, tachypnea, tremors, sometimes ac- 
centuation of the exophthalmos, increased basal metabolism, 
vomiting, diarrhea, and extremely intense thirst. Adequate pre- 
operative preparation of the patient and performance of the 
operation only after his basal metabolism has been lowered and 
his general condition improved diminish the risk of this crisis. 
Thyroids that are removed from patients who undergo a thyro- 
toxic crisis do not differ histologically trom those that are re- 
moved from other patients with Basedow’s disease who react 
normally to the intervention. There seemed to be some indica- 
tion among the seven patients of this report that the crisis tends 
to occur more often in patients in whom the hyperthyroidism 
is associated with marked diencephalohypophysial symptoms. 
The pathogenesis of these crises is still undetermined, and two 
trends of thought prevail today. According to one, the main 
condition for this crisis is an increased activity of the residual 
thyroid, an increased reabsorption of the thyroid hormone fol- 
lowing the manipulations during the operation or owing to re- 
absorption of fluids from the operative wound. The other view 
attributes great importance to a sudden lack of the circulating 
hormone and believes that this hypothyroidism is capable of 
causing the severe complication. To prevent this postoperative 
crisis the authors have adopted a new regimen for all patients 
with hyperthyroidism who are undergoing surgery. Immediately 
after the operation the patient is given thyroxine in daily 
amounts that will maintain the glycemia within normal limits; 
he is also given, iodine intravenously and, when possible, orally 
together with symptomatic therapy. Often he receives also large 
doses of vitamin C, which, because of its inhibiting effects on 
the thyrotropic hormone, potentiates the action of the thyroxine. 
This therapy is continued until it is felt that the patient has 
overcome the dangers of the operation. The results obtained at 
the Rome clinic with this regimen have been encouraging: not 
one single case of thyrotoxic crisis or thyrotoxic reaction has 
been reported during the last six months. The authors had re- 
sorted to artificial hibernation to treat two of the seven patients 


of this report. It was not, however, a useful adjunct, and one 


of the two patients died. 


The Role of Simple Mastectomy in Treatment of Carcinoma of 
the Breast. B. F. Byrd Jr. and D. B. Conerly Jr. Ann. Surg. 
141:477-481 (April) 1955 [Philadelphia]. 


Simple mastectomy was used in treating 61 patients with car- 
cinoma of the breast during the 22-year period from 1926 to 
1948. Patients were selected for simple mastectomy when the 
neoplasm had progressed so far that it was felt to be incurable, 
when they were advanced in age, or when their general condi- 
tion was extremely poor because of some concurrent debilitating 
disease. The results obtained in these patients show that simple 
mastectomy has much to offer as a palliative procedure. It re- 
moves an ulcerating or potentially ulcerating mass from the 
chest wall. It reduces the pain associated with the affected area 
and it may promote host resistance by removing a large pri- 
mary lesion. It allows the patient to lead an active, useful life. 


sometimes for many years, without the overt stigma of incura- 
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ble cancer. It had a five-year survival rate in this series of 77° 
in patients without clinical axillary metastases as compared 
with 76% in a group of patients without demonstrable axillary 
metastases in the excised specimens who were subjected to rad- 
ical mastectomy. The results in patients with axillary metasta- 
ses, on the other hand, were poor, as shown by a five-year 
survival rate of only 17°: almost all the patients in this group, 
however, had far-advanced carcinoma and had been rejected 
tor radical mastectomy because they were considered incurable. 
Published reports of five-year survivals after radical mastectomy 
often create an erroneous impression because they usually deal 
with highly selected material. It is true that the results of the 
standard radical procedure are excellent when the carcinoma 
is confined to the breast, but in patients with axillary metastases 
they are impressively poor. The axillary route is not the only 
one by which lymphatic extension takes place; it may also 
proceed by way of the internal mammary chain and when the 
presence of cancer is shown by internal mammary lymph node 
biopsy, radical mastectomy of the standard types is not likely to 
be of much help to the average patient. The benefits obtained by 
simple mastectomy, especially with added radiation therapy, 
should lead to modification of the criteria by which patients 
are chosen for the standard radical procedure. 


Resection Failures in Pulmonary Tuberculosis. R. J. Schlosser 
and F. J. Jarvis. J. Thoracic Surg. 29:335-343 (April) 1955 
[St. Louis]. 


Of 411 resection procedures performed on 400 patients with 
pulmonary tuberculosis between June, 1946, and Sept., 1951, 
160 were pneumonectomies, 244 lobectomies, 6 segmental re- 
sections, and one nodulectomy. The first 38 patients were op- 
erated on without antibiotic therapy, while the remaining 362 
patients received | gm. of streptomycin daily from one to I4 
days before surgical intervention and from two to six weeks 
thereafter. The average patient was treated before intervention 
with prolonged bed rest and following resection bed rest pre- 
vailed for a minimum of six months. Failure of resection re- 
sulted in the early deaths of 21 patients within six weeks of 
surgery, a surgical mortality rate of 5.1°¢. Additional 33 pa- 
tients died six weeks or later postoperatively. Of the 357 patients 
who were followed up, 54 died, a mortality rate of 15%. In- 
adequate functional reserve was a major cause of both early 
and late deaths. Whereas major blowout of a bronchial stump 
indicating insecure closure was responsible for the early deaths 
of two patients, empyema with late bronchopleural fistula ac- 
counted for one-third of the late deaths. In most cases these 
late hazards were felt to stem from seemingly innocuous but 
persistent pleural fluid. Twenty-seven patients who had under- 
gone resection left the sanatorium only to be readmitted for 
turther treatment. Evidence of reactivation of the disease was 
revealed either by change in x-ray shadow or by the discovery of 
positive sputum. Fifteen (S8%) returned during the first two 
years after the surgical intervention and most of these during 
the second year. Twelve of the readmitted patients had under- 
gone pneumonectomy; this seems to reflect the greater severity of 
th original disease and probably the lesser resistance of the 
host. Of 18 patients who underwent multiple resections, 3 did as 
planned in their over-all therapy, while of the remaining 15, 
13 required a second resection because of recrudescence of the 
tuberculosis postoperatively, one because of empyema and 
one because of stump blowout. Twelve of the 18 patients 
ultimately achieved a good result after removal of more lung 
tissue. Fifteen additional patients were also classified as fail- 
ures because of postoperative extension of the disease or 
persistence of positive sputum despite prolonged drug therapy. 
Two hundred and seventy-nine patients (78%) ultimately 
achieved a good result; they are at home and their sputums 
are negative. As demonstrated by the patients who had to be 
readmitted and by those who underwent multiple resections, 
residual caseous disease is a definite threat to a patient's 
future. In certain of these patients somewhat greater extension 
of the initial resection might well have prevented later surgery. 
Reactivation rather than “spread” is usually the manner of 
exacerbation of disease following treatment by resection. 


MEDICAL LITERATURE ABSTRACTS 877 


Late Results of Gastrectomy for Gastroduodenal Ulcer: Follow- 
Up Study of 600 of 1,028 Patients Operated on. B. Kourias and 
A. Sapkas. Lyon chir. 50:279-290 (April) 1955 (In French) 
[Lyon, France]. 


Of 1,028 patients with gastroduodenal ulcer who underwent 
radical gastrectomy at the Red Cross Hospital in Athens, 
Greece, between 1945 and 1949, 601 (60°) were followed up 
for three to eight years and were reexamined in 1952. Of 
the 601 patients 19 had died, but their deaths were due to 
other diseases. Of the remaining 582 patients, 370 (63.7%) 
obtained excellent results, with normal weight, work capacity 
completely restored, and no disturbance despite overindulgence 
in food; 146 (25°) obtained good results with mild temporary 
disturbances, particularly after overindulgence in food, caused 
in many of these patients by the sudden filling and distending 
of the first efferent loop (dumping syndrome). Fifty-two (8.9% ) 
obtained moderate results with a more pronounced dumping 
syndrome of longer duration associated with asthenia and in 
some patients with pain, slight occult blood in feces, loss in 
weight and slightly reduced work capacity: 14 (2.4%) obtained 
poor results with hemorrhages, pain, recurrence of ulcer or 
recurrent gastrojejunitis, anemia, hypoproteinemia, loss of 
weight, and considerably reduced work capacity. A recurrent 
ulcer was observed in only three patients (0.50), and severe 
anemia in six patients (1%). Mild hypochromic anemia occurred 
in 47 patients (8%). Of 436 patients with gastroduodenal ulcer 
operated on between 1952 and 1954, 21 had biliary calculi, 
14 chronic cholecystitis, 13 diseases of the gallbladder, 7 
hepatic cirrhosis, and 4 fatty degeneration of the liver. This 
occasional association of the ulcer with disturbances of the 
liver and of the gallbladder makes exploration of these organs 
in the course of primary gastrectomy imperative in order to 
prevent postoperative disturbances caused by the adjacent 
organs, rather than by the primary disease or by the stomach 
operated on. The late results obtained in the 582 patients were 
influenced chiefly by the following factors: indication for and 
technique of surgical intervention, neuropsychic condition of 
the patient, the occupation and economic status of the patient, 
and duration of the postoperative treatment. Among the pa- 
tients with moderate and poor results, 24% had a mild loss 
of weight while 10% had a considerable loss of weight. The 
results of gastrectomy, which in general were very satisfactory, 
were Vitiated mainly by the occurrence of the dumping syn- 
drome, the “Achille’s heel” of the gastrectomy. The dumping 
syndrome occurred in 122 patients (21°) operated on; it was 
mild in 93 (16%) and severe in 29 (5%). The rational treat- 
ment of the dumping syndrome varies according to the indi- 
vidual patient. Frequent and light meals should include food 
rich in protein and vegetables and fruits rich in vitamins. 
Postoperative administration of vitamin B and C, liver extracts, 
iron, hydrochloric acid, small transfusion of whole blood or 
of concentrated red blood corpuscles in cases of anemia, will 
improve the late results of gastrectomy. 


Acute Lithiasic Cholecystitis. P. Mallet-Guy, M. Gangolphe 
and I. Kayabali. Lyon chir. §0:291-308 (April) 1955 (In French) 
|Lyon, France]. 


Of 1,500 patients with biliary disturbances operated on be- 
tween June, 1948, and September, 1954, 100 were operated on 
for acute gallstone cholecystitis. Surgical intervention was 
carried out with the aid of manometric and roentgenographic 
studies in 96 patients. By using this method the condition of 
the biliary tract could be easily ascertained, while exploration 
of the inflammatory area in the course of an intervention is 
difficult and hazardous. Of the 100 surgical interventions, 41 
were carried out in the first two weeks of the acute cholecystitis, 
39 of which without preoperative antibiotic therapy and 2 
with preoperative antibiotic therapy; the remaining 59 opera- 
tions were performed when more than two weeks had past 
since the onset of the acute cholecystitis, with preoperative 
antibiotic treatment given to 26 patients, while 33 did not 
receive any antibiotics before the operation. Manometric and 
roentgenographic studies revealed the presence of calculi as 
the cause of the dilated common bile duct in 18 patients, and 
in only 5 of these were the stones detected by palpation. 
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Hypotonia of the wall of the common bile duct was found 
in 17 patients and hypotonia of the sphincter of Oddi in 24. 
Stenosis of the pancreatic segment of the common bile duct 
caused by enlarged lymph nodes or pancreatitis was observed 
in 10 patients. Transient icterus occurred in 14 patients with 
acute cholecystitis; in most of these patients the jaundice 
occurred between the second and fourth day after the onset 
of the cholecystitis, and in some patients between the 10th 
and 19th day or even after several months. The jaundice was 
caused by stones in the common bile duct in three patients, 
by stenosis of the pancreatic segment of the common bile duct 
in six, by hypotonia of the wall of the common bile duct in 
three, and by hypotonia of the sphincter of Oddi in two. Pre- 
operative treatment with antibiotics improved the patient's 
surgical condition by accelerating the spontaneous process of 
recovery, but in other patients it only masked the development 
of gangrene of the gallbladder. Administration of antibiotics, 
when used for exclusive medical treatment of acute cholecysti- 
tis, may thus be associated with great risk. Of 26 patients who 
were operated on after prolonged antibiotic therapy, 12 had a 
“chronic gangrenous gallbladder” and the common duct was 
always surrounded by sclerosis and inflammation. The authors 
believe that although treatment of acute cholecystitis is surgical, 
intervention need not be carried out immediately unless there 
is a definite emergency indication. Preoperative treatment with 
antibiotics should be practiced and the improvement obtained 
with the use of antibiotics will permit the necessary studies 
of the patient’s blood, liver, and heart so that deficiencies may 
be compensated for. After a few days of preoperative care 
cholecystectomy as a rule should be performed with the aid 
of manometric and roentgenographic studies that should in- 
clude the common bile duct. Of the 100 operations performed, 
99 were cholecystectomies and one was a cholecystostomy. 
Eighty-one patients were aged less than 65 and none of these 
died; of 19 patients over 65 years of age, 7 (37%) died. The 
total Operative mortality was 7%. The operative risk is in- 
creased by the presence of stones in the common bile duct 
and by delaying the surgical intervention for too long a time. 


Familial Adrenal Phaeochromocytoma with Sustained Hyper- 
tension. R. C. Young and W. A. Murray. Canad. M. A, J. 
72:503-509 (April 1) 1955 [Toronto, Canada]. 


Two cases of pheochromocytoma of the adrenal medulla are 
described in a 15-year-old boy and in his 12-year-old sister. 
On admission the boy had a severe headache, hypertension, 
and glycosuria. A piperoxan (Benzodioxane) test resulted in 
a fall in blood presure from 230/174 mm. Hg to 150/120 mm. 
Hg in three minutes. This was interpreted as a positive response 
to the test. Two days later 175 mg. of N,N-dibenzyl-beta- 
chloroethylamine (Dibenamine) was administered by slow 
intravenous drip in the course of four hours. The blood pres- 
sure dropped from 240/170 mm. Hg to a low of 110/80 mm. 
Hg in four hours, and it again gradually rose to 190/150 mm. 
Hg in 18 hours. The patient was successfully treated by surgical 
removal of the tumor. The postoperative course was uneventful. 
The blood pressure gradually rose to 164/130 mm. Hg by 
the seventh day; piperoxan and Dibenamine tests were repeated, 
and the patient’s reaction to the tests were suggestively posi- 
tive. The false-positive postoperative response to these tests 
was puzzling to the authors who were reasonably certain that 
the patient had no other pheochromocytoma. A_ gradually 
declining hypertension persisted for several weeks postoper- 
atively. The causative mechanism is not clearly understood. The 
explanation may be that a certain amount of epinephrine and 
norepinephrine still remained in the circulation at the time of 
the test, seven days postoperatively. Follow-up for two and 
a half years showed that the patient was symptom-free, in good 
health, and had gained weight. His blood pressure was normal. 
The patient’s sister had a convulsion with subsequent develop- 
ment of a left-sided hemiparesis and coma on the third day 
after her admission to the hospital for severe headache, rest- 
Jessness and weakness of two weeks’ duration accompanied by 
vomiting. She died the same day and autopsy revealed the 
pheochromocytoma. Familial incidence of pheochromocytoma 
is extremely rare. 
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Seminoma (Germinoma) Apparently Primary in the Anterior 
Mediastinum. L. B. Woolner, R. W. Jamplis and J. W. Kirklin. 
New England J. Med. 252:653-657 (April 21) 1955 [Boston]. 


Woolner and associates present evidence that primary tumors 
of the anterior mediastinum parallel in their morphology the 
various tumors, either pure or mixed, found {in the testis or 
ovary. They cite three patients with tumors that were apparently 
primary. Two patients had seminomas (disgerminomas) in which 
the testes were normal to palpation at the time of mediastinal 
operation and remained free of tumor clinically during the 
follow-up period. The third patient had a primary teratoma 
of the anterior mediastinum that was found to contain foci 
of seminoma when it was sectioned into multiple blocks. The 
patients were men ranging in age from 23 to 31 years. Patho- 
logical examination of the testes was not possible in these 
cases, but it is highly unlikely that the tumors described 
represent metastatic growths. The literature shows that patho- 
logical examination of the testes by serial blocking has docu- 
mented the primary nature of the tumors in certain cases of 
anterior mediastinal choriocarcinoma (pure), teratoma with 
associated choriocarcinoma, and teratoma with foci of semi- 
noma. In cases of dermoids and benign teratomas of the 
anterior mediastinum, such pathological examination of the 
testes is obviously not considered necessary to exclude a 
primary gonadal neoplasm. The pineal gland represents another 
extragonadal site for the development of teratoid and germinal 
tumors such as occur in the testis or ovary. The remarkable 
similarity, or histological identity of certain “pinealomas” to 
seminomas of the testis has frequently been noted. 


Primary Malignant Neoplasms of the Lung. S. W. Moore and 
D. R. Cole. Ann. Surg. 141:457-468 (April) 1955 [Philadelphia]. 


The number of patients with primary pulmonary cancer seen 
on the pavilion service of the New York Hospital showed an 
increase of 462% from 1932 to 1952, while the increase in 
the total number of admissions was only 87%. These figures, 
like those reported by other hospitals, show that lung cancer, 
which now accounts for 10% of all cancer deaths, is increasing 
rapidly, both relatively and absolutely. A diagnosis of primary 
pulmonary cancer was made in 658 patients during this 20-year 
period; in 401 (61%), it was established by positive microscopic 
findings. Most of the patients were in the 50 to 60 year age 
group, and at least 70% were smokers. Epidermoid carcinoma 
and anaplastic carcinoma (including round cell and oat cell 
types) were by far the most numerous, accounting for 168 
and 147 cases respectively. Adenocarcinoma was found in 56 
cases, and various other forms in fewer than 10 each. Multiple 
primary tumors were found in nine patients. The site of the 
tumor was determined whenever possible, and the results indi- 
cated that cancer of the lung, which occurs peripherally as 
well as centrally, appears most frequently in the upper lobes. 
The clinical picture is usually caused by obstruction, infection, 
and bleeding, which may occur alone or in any combination. 
The principal symptoms and signs shown by these patients 
were cough (63%), chest pain and weight loss (62% each), 
anorexia (44%), pneumonitis (42%), hemoptysis (41%), posi- 
tive physical findings in the chest (37%), and dyspnea (34%). 
Metastases were found in 181 of the patients, either at initial 
examination, Operation, or autopsy. Lung cancer, especially 
well-differentiated epidermoid carcinoma, may exist silently for 
years; when symptoms are present, the likelihood that extra- 
pleural extension has taken place by lymphatic spread is great 
(88.6%), and the cure rate is low. Roentgenologic examination 
was the most valuable diagnostic aid, showing positive findings 
in 94%, and various other procedures, such as angiocardiog- 
raphy, bronchoscopy, examination of pleural fluid, and biopsy 
were also helpful; when all other methods failed, exploratory 
thoracotomy was used. Radical pneumonectomy, i. e., excision 
of the affected lung in continuity with its regional lymph nodes 
in the hilar and mediastinal areas, has always been the treat- 
ment of choice at the authors’ clinic; it was carried out in 63 
patients with an operative mortality of 17% (11 patients). The 
survival rate was 30% at the end of 5 years, and at the end 
of 10 years it was still the same; in these patients, removal of 
the tumor had apparently been complete. Only one patient 
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in whom the tumor could not be completely removed lived as 
long as one year after the operation. Lobectomy, performed in 
a small number of selected cases, gave excellent results, with 
two patients surviving for 12 and 16 years, respectively, after 
the operation. Two patients with inoperable bronchial carci- 
noma were treated with roentgen-ray therapy only; one lived 
for seven years, and the other is still alive nine years after an 
exploratory thoracotomy and treatment by roentgen rays. Treat- 
ment for lung cancer should be individualized; pneumonectomy 
gives the best chance of cure, but there is a definite place for 
lobectomy, principally because of the mortality and morbidity 
associated with pneumonectomy. 


Late Reconstruction of Congenital Esophageal Atresia by Intra- 
thoracic Colon Transplantation. W. A. Dale and C. D. Sherman 
Jr. J. Thoracic Surg. 29:344-356 (April) 1955 [St. Louis]. 


Primary end-to-end esophageal anastomosis continues to be 
the best reconstructive procedure for esophageal atresia. It 
could not be accomplished in a newborn baby boy with tracheo- 
esophageal fistula nor in a newborn baby girl with esophageal 
atresia without a fistula. End-to-end esophageal anastomosis was 
attempted in the boy, but the anterior sutures pulled out of 
the friable esophageal tissue and the posterior suture lines 
began to disrupt. Rather than accept the almost certain leak 
and possible death of the infant, the procedure was terminated 
by left cervical esophagostomy through which saliva was 
drained, and by gastrostomy through which feeding was carried 
out, while esophageal reconstruction was delayed. In the case of 
the baby girl, a 2-in. long fibrous cord connected the proximal 
and distal esophageal segments. Cervical esophagostomy and 
gastrostomy seemed preferable to mobilizing the stomach and 
were performed as in the first patient. Final reconstruction of 
the esophagus was done 29 months and 20 months, respectively, 
after the first operation. The right colon was transplanted into 
the anterior mediastinum via a substernal tunnel dissected 
without actually opening the chest wall, and immediate anas- 
tomosis proximally to the esophagus in the neck and distally 
to the stomach was performed through separate cervical and 
abdominal incisions. The wounds were closed, but the gastros- 
tomy tube was left in place for feeding purposes and as a 
precaution against anastomotic complications. The condition of 
each infant was good. Operative time was approximately four 
hours in each case. Delay in final reconstruction of the esopha- 
gus is preferable to the risk imposed by a determination to 
suture the two esophageal ends together when the suture line 
is questionable. The complications encountered are such that 
one should overcome them without too much difficulty. An 
anastomotic leak in the neck was handled with relative ease. 
In this procedure there is no intrathoracic anastomosis that 
might lead to mediastinal abscess. Stasis occurred in the baby 
girl but was overcome clinically by reverting to frequent small 
feedings and gradually building up to a full three meals per 
day. The initial success obtained in these two patients encour- 
ages further use of the operation in similar situations. 
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Uses of Chlorpromazine in Mental Hospital Patients. J. Lomas. 
Brit. M. J. 1:879-882 (April 9) 1955 [London, England]. 


Fifty-five male and 150 female mental hospital patients were 
treated with chlorpromazine (Largactil) hydrochloride between 
November, 1953, and March, 1954. Nine elderly patients who 
were seriously ill physically before chlorpromazine therapy was 
started died in the course of the treatment, but chlorpromazine 
was not considered responsible for their deaths. Of the re- 
maining 196 patients, 136 were schizophrenics, 19 had endog- 
enous depression, 18 had neuroses and psychopathic states, 
16 had organic dementia, and 7 had mania and hypomania. 
The ambulant patients received an initial oral dose of 150 mg. 
in three divided doses of 50 mg. daily; this dose was increased 
to 300 mg. daily in the course of three weeks; it was main- 
tained at this level tor three months, when treatment was 
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abruptly terminated without any withdrawal effects being 
noticed in any case. The patients first treated were given the 
drug intramuscularly for the first three days, but the author 
does not feel that the intramuscular route offers any advantage 
over the oral. Results in the various mental states suggested 
that chlorpromazine may play a useful part in the treatment of 
acute states of excitement of all sorts in neurotic persons in 
whom tension or anxiety is a prominent symptom and in some 
depressive patients in whom electric convulsive treatment has 
proved ineffective. The most striking results were obtained 
in chronic psychotic patients in whom the prognosis would 
normally be very bad. Chlorpromazine treatment enabled a 
few of these patients to be discharged and many more to make 
a good hospital adjustment. In chronic patients it was felt that 
the chief part played by chlorpromazine was to make possible 
the rehabilitation of those in whom this was formerly impos- 
sible and that, while in some relapse occurred immediately 
when treatment was discontinued, in others improvement still 
continued. There seemed to be little difference between the 
effect of the drug on overactive and inhibited patients. Twenty- 
eight patients who had previously undergone leukotomy and 
were treated with chlorpromazine, obtained the same good 
results as other chronic patients; these findings lend further 
Support to the view that chlorpromazine can be of value in 
prognostically poor cases. The various side-effects of chlor- 
promazine and the toxic reactions to the drug recorded in the 
literature were observed likewise in the author’s patients. 


Trypan Red in Treatment of Amyotrophic Lateral Sclerosis 
and Myelopathic Muscular Atrophies. M. Montanari and 
G. Pessina. Rass. internaz. clin. e terap. 35:197-206 (March 31) 
1955 (In Italian) (Naples, Italy]. 


Trypan red was used to treat six patients with amyotrophic 
lateral sclerosis, two with myelopathic muscular atrophy, and 
four in whom symptoms ascribed to lesions of the second 
motor neuron were prevalent but slight pyramidal signs were 
also present. The patients were given intravenously 10 cc. of 
a 1% solution of trypan red every two davs for six times, 
then 10 cc. twice a week, and finally 10 cc. every two weeks. 
The authors believe that this regimen is sufficient to maintain 
a constant level of the dye in the organism. The injections 
never caused immediate side-effects. After the seventh or eighth 
injection, the skin of the patients appeared reddish in color. This 
varied in intensity, involved also the mucous membranes, and 
was especially marked in the conjunctiva. The patients’ urine 
was also of the same reddish color. Renal disturbances with 
albuminuria were observed in one patient in whom they 
returned to normal after the therapy was suspended briefly. 
Changes in the peripheral blood and disturbances in the body 
temperature were not observed. Four patients improved; they 
felt a slight restoration of muscular strength and reported that 
they were performing some of the light work they had been 
unable to carry out before the treatment. Fasciculations dis- 
appeared entirely in three of the five patients in whom they 
were present. There was no change, however, in pyramidal 
symptoms, reflexes, and muscular atrophies. The condition was 
slightly improved in two patients, remained stationary in 
three, and was slightly aggravated in three. Because in the last- 
named patients the condition progressed at the same rate as 
before the therapy was instituted, it was assumed that the fatal 
course of the disease was not in the least affected by the 
therapy. The authors felt that the improvement obtained was 
transitory; in fact, only in two patients was it still present 
1% years later. There seemed to be no correlation between 
the results and the duration of the disease before the therapy 
was instituted. As for the mechanism of action of trypan red 
in these patients, the authors say that it might have modified 
the blood-meninges-brain barrier with regard to the complex 
causative agents of amyotrophic lateral sclerosis and myelo- 
pathic muscular atrophy. Because the side-effects of trypan 
red are mild, when they do occur, the authors suggest that 
this agent be used in the treatment of these conditions despite 
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Hypotonia of the wall of the common bile duct was found 
in 17 patients and hypotonia of the sphincter of Oddi in 24. 
Stenosis of the pancreatic segment of the common bile duct 
caused by enlarged lymph nodes or pancreatitis was observed 
in 10 patients. Transient icterus occurred in 14 patients with 
acute cholecystitis; in most of these patients the jaundice 
occurred between the second and fourth day after the onset 
of the cholecystitis, and in some patients between the 10th 
and 19th day or even after several months. The jaundice was 
caused by stones in the common bile duct in three patients, 
by stenosis of the pancreatic segment of the common bile duct 
in six, by hypotonia of the wall of the common bile duct in 
three, and by hypotonia of the sphincter of Oddi in two. Pre- 
operative treatment with antibiotics improved the patient’s 
surgical condition by accelerating the spontaneous process of 
recovery, but in other patients it only masked the development 
of gangrene of the gallbladder. Administration of antibiotics, 
when used for exclusive medical treatment of acute cholecysti- 
tis, may thus be associated with great risk. Of 26 patients who 
were operated on after prolonged antibiotic therapy, 12 had a 
“chronic gangrenous gallbladder” and the common duct was 
always surrounded by sclerosis and inflammation. The authors 
believe that although treatment of acute cholecystitis is surgical, 
intervention need not be carried out immediately unless there 
is a definite emergency indication. Preoperative treatment with 
antibiotics should be practiced and the improvement obtained 
with the use of antibiotics will permit the necessary studies 
of the patient’s blood, liver, and heart so that deficiencies may 
be compensated for. After a few days of preoperative care 
cholecystectomy as a rule should be performed with the aid 
of manometric and roentgenographic studies that should in- 
clude the common bile duct. Of the 100 operations performed, 
99 were cholecystectomies and one was a cholecystostomy. 
Eighty-one patients were aged less than 65 and none of these 
died; of 19 patients over 65 years of age, 7 (37%) died. The 
total Operative mortality was 7%. The operative risk is in- 
creased by the presence of stones in the common bile duct 
and by delaying the surgical intervention for too long a time. 


Familial Adrenal Phaeochromocytoma with Sustained Hyper- 
tension. R. C. Young and W. A. Murray. Canad. M. A, J. 
72:503-509 (April 1) 1955 [Toronto, Canada]. 


Two cases of pheochromocytoma of the adrenal medulla are 
described in a 15-year-old boy and in his 12-year-old sister. 
On admission the boy had a severe headache, hypertension, 
and glycosuria. A piperoxan (Benzodioxane) test resulted in 
a fall in blood presure from 230/174 mm. Hg to 150/120 mm. 
Hg in three minutes. This was interpreted as a positive response 
to the test. Two days later 175 mg. of N,N-dibenzyl-beta- 
chloroethylamine (Dibenamine) was administered by slow 
intravenous drip in the course of four hours. The blood pres- 
sure dropped from 240/170 mm. Hg to a low of 110/80 mm. 
Hg in four hours, and it again gradually rose to 190/150 mm. 
Hg in 18 hours. The patient was successfully treated by surgical 
removal of the tumor. The postoperative course was uneventful. 
The blood pressure gradually rose to 164/130 mm. Hg by 
the seventh day; piperoxan and Dibenamine tests were repeated, 
and the patient’s reaction to the tests were suggestively posi- 
tive. The false-positive postoperative response to these tests 
was puzzling to the authors who were reasonably certain that 
the patient had no other pheochromocytoma. A_ gradually 
declining hypertension persisted for several weeks postoper- 
atively. The causative mechanism is not clearly understood. The 
explanation may be that a certain amount of epinephrine and 
norepinephrine still remained in the circulation at the time of 
the test, seven days postoperatively. Follow-up for two and 
a half years showed that the patient was symptom-free, in good 
health, and had gained weight. His blood pressure was normal. 
The patient’s sister had a convulsion with subsequent develop- 
ment of a left-sided hemiparesis and coma on the third day 
after her admission to the hospital for severe headache, rest- 
lessness and weakness of two weeks’ duration accompanied by 
vomiting. She died the same day and autopsy revealed the 
pheochromocytoma. Familial incidence of pheochromocytoma 
is extremely rare. 
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Seminoma (Germinoma) Apparently Primary in the Anterior 
Mediastinum. L. B. Woolner, R. W. Jamplis and J. W. Kirklin. 
New England J. Med. 252:653-657 (April 21) 1955 [Boston]. 


Woolner and associates present evidence that primary tumors 
of the anterior mediastinum parallel in their morphology the 
various tumors, either pure or mixed, found in the testis or 
ovary. They cite three patients with tumors that were apparently 
primary. Two patients had seminomas (disgerminomas) in which 
the testes were normal to palpation at the time of mediastinal 
operation and remained free of tumor clinically during the 
follow-up period. The third patient had a primary teratoma 
of the anterior mediastinum that was found to contain foci 
of seminoma when it was sectioned into multiple blocks. The 
patients were men ranging in age from 23 to 31 years. Patho- 
logical examination of the testes was not possible in these 
cases, but it is highly unlikely that the tumors described 
represent metastatic growths. The literature shows that patho- 
logical examination of the testes by serial blocking has docu- 
mented the primary nature of the tumors in certain cases of 
anterior mediastinal choriocarcinoma (pure), teratoma with 
associated choriocarcinoma, and teratoma with foci of semi- 
noma. In cases of dermoids and benign teratomas of the 
anterior mediastinum, such pathological examination of the 
testes is obviously not considered necessary to exclude a 
primary gonadal neoplasm. The pineal gland represents another 
extragonadal site for the development of teratoid and germinal 
tumors such as occur in the testis or ovary. The remarkable 
similarity, or histological identity of certain “pinealomas” to 
seminomas of the testis has frequently been noted. 


Primary Malignant Neoplasms of the Lung. S. W. Moore and 
D. R. Cole. Ann. Surg. 141:457-468 (April) 1955 [Philadelphia]. 


The number of patients with primary pulmonary cancer seen 
on the pavilion service of the New York Hospital showed an 
increase of 462% from 1932 to 1952, while the increase in 
the total number of admissions was only 87%. These figures, 
like those reported by other hospitals, show that lung cancer, 
which now accounts for 10% of all cancer deaths, is increasing 
rapidly, both relatively and absolutely. A diagnosis of primary 
pulmonary cancer was made in 658 patients during this 20-year 
period; in 401 (61%), it was established by positive microscopic 
findings. Most of the patients were in the 50 to 60 year age 
group, and at least 70% were smokers. Epidermoid carcinoma 
and anaplastic carcinoma (including round cell and oat cell 
types) were by far the most numerous, accounting for 168 
and 147 cases respectively. Ad cinoma was found in 56 
cases, and various other forms in fewer than 10 each. Multiple 
primary tumors were found in nine patients. The site of the 
tumor was determined whenever possible, and the results indi- 
cated that cancer of the lung, which occurs peripherally as 
well as centrally, appears most frequently in the upper lobes. 
The clinical picture is usually caused by obstruction, infection, 
and bleeding, which may occur alone or in any combination. 
The principal symptoms and signs shown by these patients 
were cough (63%), chest pain and weight loss (62% each), 
anorexia (44%), pneumonitis (42%), hemoptysis (41%), posi- 
tive physical findings in the chest (37%), and dyspnea (34%). 
Metastases were found in 181 of the patients, either at initial 
examination, operation, or autopsy. Lung cancer, especially 
well-differentiated epidermoid carcinoma, may exist silently for 
years; when symptoms are present, the likelihood that extra- 
pleural extension has taken place by lymphatic spread is great 
(88.6%), and the cure rate is low. Roentgenologic examination 
was the most valuable diagnostic aid, showing positive findings 
in 94%, and various other procedures, such as angiocardiog- 
raphy, bronchoscopy, examination of pleural fluid, and biopsy 
were also helpful; when all other methods failed, exploratory 
thoracotomy was used. Radical pneumonectomy, i. e., excision 
of the affected lung in continuity with its regional lymph nodes 
in the hilar and mediastinal areas, has always been the treat- 
ment of choice at the authors’ clinic; it was carried out in 63 
patients with an operative mortality of 17% (11 patients). The 
survival rate was 30% at the end of 5 years, and at the end 
of 10 years it was still the same; in these patients, removal of 
the tumor had apparently been complete. Only one patient 
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in whom the tumor could not be completely removed lived as 
long as one year after the operation. Lobectomy, performed in 
a small number of selected cases, gave excellent results, with 
two patients surviving for 12 and 16 years, respectively, atter 
the operation. Two patients with inoperable bronchial carci- 
noma were treated with roentgen-ray therapy only; one lived 
for seven years, and the other is still alive nine years after an 
exploratory thoracotomy and treatment by roentgen rays. Treat- 
ment for lung cancer should be individualized; pneumonectomy 
gives the best chance of cure, but there is a definite place for 
lobectomy, principally because of the mortality and morbidity 
associated with pneumonectomy. 


Late Reconstruction of Congenital Esophageal Atresia by Intra- 
thoracic Colon Transplantation. W. A. Dale and C. D. Sherman 
Jr. J. Thoracic Surg. 29:344-356 (April) 1955 [St. Louis]. 


Primary end-to-end esophageal anastomosis continues to be 
the best reconstructive procedure for esophageal atresia. It 
could not be accomplished in a newborn baby boy with tracheo- 
esophageal fistula nor in a newborn baby girl with esophageal 
atresia without a fistula. End-to-end esophageal anastomosis was 
attempted in the boy, but the anterior sutures pulled out of 
the friable esophageal tissue and the posterior suture lines 
began to disrupt. Rather than accept the almost certain leak 
and possible death of the infant, the procedure was terminated 
by left cervical esophagostomy through which saliva was 
drained, and by gastrostomy through which feeding was carried 
out, while esophageal reconstruction was delayed. In the case of 
the baby girl, a 2-in. long fibrous cord connected the proximal 
and distal esophageal segments. Cervical esophagostomy and 
gastrostomy seemed preferable to mobilizing the stomach and 
were performed as in the first patient. Final reconstruction of 
the esophagus was done 29 months and 20 months, respectively, 
after the first operation. The right colon was transplanted into 
the anterior mediastinum via a substernal tunnel dissected 
without actually opening the chest wall, and immediate anas- 
tomosis proximally to the esophagus in the neck and distally 
to the stomach was performed through separate cervical and 
abdominal incisions. The wounds were closed, but the gastros- 
tomy tube was left in place for feeding purposes and as a 
precaution against anastomotic complications. The condition of 
each infant was good. Operative time was approximately four 
hours in each case. Delay in final reconstruction of the esopha- 
gus is preferable to the risk imposed by a determination to 
suture the two esophageal ends together when the suture line 
is questionable. The complications encountered are such that 
one should overcome them without too much difficulty. An 
anastomotic leak in the neck was handled with relative ease. 
In this procedure there is no intrathoracic anastomosis that 
might lead to mediastinal abscess. Stasis occurred in the baby 
girl but was overcome clinically by reverting to frequent small 
feedings and gradually building up to a full three meals per 
day. The initial success obtained in these two patients encour- 
ages further use of the operation in similar situations. 


NEUROLOGY & PSYCHIATRY 


Uses of Chlorpromazine in Mental Hospital Patients. J. Lomas. 
Brit. M. J. 1:879-882 (April 9) 1955 [London, England]. 


Fifty-five male and 150 female mental hospital patients were 
treated with chlorpromazine (Largactil) hydrochloride between 
November, 1953, and March, 1954. Nine elderly patients who 
were seriously ill physically before chlorpromazine therapy was 
started died in the course of the treatment, but chlorpromazine 
was not considered responsible for their deaths. Of the re- 
maining 196 patients, 136 were schizophrenics, 19 had endog- 
enous depression, 18 had neuroses and psychopathic states, 
16 had organic dementia, and 7 had mania and hypomania. 
The ambulant patients received an initial oral dose of 150 mg. 
in three divided doses of 50 mg. daily; this dose was increased 
to 300 mg. daily in the course of three weeks; it was main- 
tained at this level for three months, when treatment was 
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abruptly terminated without any withdrawal effects being 
noticed in any case. The patients first treated were given the 
drug intramuscularly for the first three days, but the author 
does not feel that the intramuscular route offers any advantage 
over the oral. Results in the various mental states suggested 
that chlorpromazine may play a useful part in the treatment of 
acute states of excitement of all sorts in neurotic persons in 
whom tension or anxiety is a prominent symptom and in some 
depressive patients in whom electric convulsive treatment has 
proved ineffective. The most striking results were obtained 
in chronic psychotic patients in whom the prognosis would 
normally be very bad. Chlorpromazine treatment enabled a 
few of these patients to be discharged and many more to make 
a good hospital adjustment. In chronic patients it was felt that 
the chief part played by chlorpromazine was to make possible 
the rehabilitation of those in whom this was formerly impos- 
sible and that, while in some relapse occurred immediately 
when treatment was discontinued, in others improvement still 
continued. There seemed to be little difference between the 
effect of the drug on overactive and inhibited patients. Twenty- 
eight patients who had previously undergone leukotomy and 
were treated with chlorpromazine, obtained the same good 
results as other chronic patients; these findings lend further 
support to the view that chlorpromazine can be of value in 
prognostically poor cases. The various side-effects of chlor- 
promazine and the toxic reactions to the drug recorded in the 
literature were observed likewise in the author’s patients. 


Trypan Red in Treatment of Amyotrophic Lateral Sclerosis 
and Myelopathic Muscular Atrophies. M. Montanari and 
G. Pessina. Rass. internaz. clin. e terap. 35:197-206 (March 31) 
1955 (In Italian) [Naples, Italy]. 


Trypan red was used to treat six patients with amyotrophic 
lateral sclerosis, two with myelopathic muscular atrophy, and 
four in whom symptoms ascribed to lesions of the second 
motor neuron were prevalent but slight pyramidal signs were 
also present. The patients were given intravenously 10 cc. of 
a 1% solution of trypan red every two days for six times, 
then 10 cc. twice a week, and finally 10 cc. every two weeks. 
The authors believe that this regimen is sufficient to maintain 
a constant level of the dye in the organism. The injections 
never caused immediate side-effects. After the seventh or eighth 
injection, the skin of the patients appeared reddish in color. This 
varied in intensity, involved also the mucous membranes, and 
was especially marked in the conjunctiva. The patients’ urine 
was also of the same reddish color. Renal disturbances with 
albuminuria were observed in one patient in whom they 
returned to normal after the therapy was suspended briefly. 
Changes in the peripheral blood and disturbances in the body 
temperature were not observed. Four patients improved; they 
felt a slight restoration of muscular strength and reported that 
they were performing some of the light work they had been 
unable to carry out before the treatment. Fasciculations dis- 
appeared entirely in three of the five patients in whom they 
were present. There was no change, however, in pyramidal 
symptoms, reflexes, and muscular atrophies. The condition was 
slightly improved in two patients, remained stationary in 
three, and was slightly aggravated in three. Because in the last- 
named patients the condition progressed at the same rate as 
before the therapy was instituted, it was assumed that the fatal 
course of the disease was not in the least affected by the 
therapy. The authors felt that the improvement obtained was 
transitory; in fact, only in two patients was it still present 
1% years later. There seemed to be no correlation between 
the results and the duration of the disease before the therapy 
was instituted. As for the mechanism of action of trypan red 
in these patients, the authors say that it might have modified 
the blood-meninges-brain barrier with regard to the complex 
causative agents of amyotrophic lateral sclerosis and myelo- 
pathic muscular atrophy. Because the side-effects of trypan 
red are mild, when they do occur, the authors suggest that 
this agent be used in the treatment of these conditions despite 
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the fact that the results are not superior to those obtained 
with other drugs. When instituted, the therapy should be con- 
tinued for a long time to obtain results that will be permanent. 


Smallpox Vaccination with Subsequent Occurrence of Polio- 
myelitis, R. Siegert. Schweiz. med. Wehnschr. 8§:329-331 
(April 2) 1955 (In German) [Basel, Switzerland]. 


Three hundred thirty children, including all 12-year-olds, 
were revaccinated against smallpox in a small town in Western 
Germany on May 19 and 21, 1952. The same vaccine that 
had been prepared in a state vaccination institute was used in 
all the revaccinated children, four of whom became ill with 
severe poliomyelitis, two on the 31st, one on the 33rd and 
one on the 54th day after the revaccination. On the eighth day 
after the revaccination a “nodular reaction” to the vaccine had 
been observed in the upper arm of these children. The course 
of the vaccination was entirely normal. The vaccination was 
performed shortly before the onset of a poliomyelitis epidemic. 
Vaccination did not result in a more than fortuitously increased 
incidence of poliomyelitis among the vaccinated children, nor 
did vaccination cause any change in the course of the disease, 
since, in three of the four children, the vaccinated left arm 
was not affected by paralysis, and in the fourth child the 
paralysis of the vaccinated arm was much less severe than that 
in the other arm. According to present-day knowledge a 
relationship between poliomyelitis and vaccination may be 
considered only when the vaccinated extremity alone or in 
combination with other areas of the body is affected by 
paralysis within 30 days after the vaccination. The time of 
onset of the poliomyelitis in the author’s four patients makes 
it very likely that the infection occurred only when the phase 
of altered susceptibility, that might have been the result of 
revaccination, had already past. A relationship between polio- 
myelitis and preceding revaccination against smallpox, there- 
fore, must be rejected in the author’s patients. 


Accidental Inoculation with Poliomyelitis Virus. W. F. 1. Me- 
Math. Lancet 1:702-703 (April 2) 1955 [London, England]. 


A laboratory technician was hospitalized on Nov. 11, 1954. 
His duties included the necropsy of animals dying after 
inoculation with poliomyelitis virus. On Noy. 1, he was re- 
moving the spinal cord from a monkey that had become 
paralyzed and had died after repeated intramuscular inoculation 
of a tissue-culture of propagated type 2 strain of poliomyelitis 
virus. The patient sustained a small abrasion of a finger with 
a bone spicule from the vertebral column. He was given 
gamma globulin 15 ml. (1.5 gm.) intramuscularly on the same 
day, and was well until Nov. 9, when he complained of head- 
ache and lumbar pain. The following day he also had pain 
and tenderness of abdominal muscles. On admission he had 
a temperature of 102 F, slight neck stiffness, and a positive 
Kernig’s sign. The neck stiffness cleared up the next day, but 
the tenderness and spasm of abdominal and hamstring muscles 
continued for another week. The complement fixation antibody 
investigations On serum taken on the 3rd and 28th days ot 
the illness did not lend support to a diagnosis of recent 
systemic infection with poliomyelitis virus, but during the ill- 
ness there was weakness of the extensor muscles of the fingers 
of both hands. His further progress was uneventful. Polio- 
myelitis was not epidemic in the district: and it is reasonable 
to assume that the patient contracted poliomyelitis by infection 
through the accidental scratch. 


Encephalitis Following Neurotropic Yellow Fever Vaccine 
Administered by Scarification in Nigeria: Epidemiological and 
Laboratory Studies. P. B. Stones and F. N. Macnamara. Tr. Roy. 
Soc. Trop. Med. & Hyg. 49:176-186 (March) 1955 [{London, 
England]. 


Vaccine prepared trom neurotropic yellow fever virus by 
the Pasteur Institute, Dakar, is administered by the intra- 
dermal route by scarification. Over 36 million vaccinations have 
been carried out in French West Africa by this method since 
1939, in the majority of cases combined with vaccinia. Thou- 
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sands of African children were vaccinated without accident, 
but occasionally severe meningoencephalitic reactions occurred 
in white children. In adults a small proportion of meningitic 
reactions, clearing up after S or 6 days, were noted between 
the 12th and Sth day after vaccination. During an outbreak 
ot yellow fever in Fastern Nigeria in 1951 to 1952 a total of 
42,400 persons in Enugu township were vaccinated with the 
yellow fever vaccine between Jan. 14 and Feb. 9, 1952. Be- 
tween Jan. 28 and Feb. 21, 83 patients with encephalitis were 
admitted to Enugu General Hospital, and 32 deaths ensued: 
73 cases and 29 deaths occurred in children under the age 
of 10 years. No cases occurred in persons who had not been 
vaccinated and no similar cases had previously been seen in 
children, although very occasional cases of encephalitis in 
adults had been noted during the previous five years. Most 
of the evidence indicated that the vaccine virus was the direct 
cause of the epidemic. Possible accessory factors that may 
operate in the pathogenesis of encephalitis under these condi- 
tions were considered. There is some epidemiological evidence 
that concurrent smallpox vaccination may minimize the risk 
of encephalitis. In spite of accidents such as those reported, 
there can be no doubt that both the mouse-brain and 17D 
vaccines have been of vast benefit to mankind, each having 
its Own advantages and disadvantages. Further studies are 
required to ascertain in what way the disadvantages of each 
can be eliminated and their advantages combined. 


Use of Whole Protein Supplement as an Adjunct in Insulin 
Coma Therapy. J. D. DeMott. Am. J. Psychiat. 111:774-775 
(April) 1955 |Baltimore 


Delayed adverse reactions to insulin coma therapy may range 
from prolonged or trreversible coma to the milder types of 
reactions such as nausea and vomiting. In an effort to reduce 
the frequency and severity of these delayed adverse reactions, 
DeMott instituted the use of a whole protein supplement 
(Meritine) plus supplementary vitamins and minerals to inter- 
rupt the insulin coma, and also as supplementary feedings 
throughout the day of treatment. Over a period of eight months 
this procedure was used on alternate weekly periods as a com- 
parison with a standard procedure of interruption of coma, 
special attention being given to delayed adverse reaction of all 
types, frequency, duration, and corrective procedures requiring 
glucose infusions or additional medications. The standard pro- 
cedure of interruption consisted of administering 300 to 400 cc. 
of a 50% dextrose solution by intubation, with or without 
intravenous administration of 50 to 100 cc. of S0% glucose 
solution. Each patient also received 6 to 8 oz. of this dextrose 
solution mixed with fruit juices at 2 p. m. and & p. m., as 
supplementary feedings. The procedure of interruption employ- 
ing supplements consisted of administering S00 cc. of dextrose 
solution, mixed with 2 oz. of Meritine powder, | cc. vitamin C 
solution, and 5 ce. triple phosphate solution by intubation with 
or without intravenous 50° dextrose. Each patient also received 
6 to 8 oz. of milk and dextrose solution containing | oz. of 
protein powder at 2 p. m. and 8 p. m. In addition each patient 
received one concentrated multiple vitamin tablet at 2 p. m. 
It was found that delayed adverse reactions were reduced 
approximately by one-half with the whole protein supplement 
procedure, The patients themselves greatly preferred the whole 
protein supplement to the dextrose solution and it seemed to 
satisfy their hunger. Also, much less vomiting was noted in 
patients receiving the whole protein supplement. 


Stellate Ganglion Infiltration in Organic Psychoses of Late Life. 
J. Haber, Am. J. Psychiat. 111:751-755 (April) 1955 {Baltimore}. 


One of the important factors in the development of the 
organic psychoses of late life is the diminished blood supply 
of the brain. It seems reasonable to assume that such patients 
would benefit from improved cerebral blood circulation. Haber 
reports on results obtained with stellate ganglion infiltration in 
eight patients with psychosis with cerebral arteriosclerosis or 
senile psychosis. The patients received between 6 and 16 bi- 
lateral stellate ganglion blocks during a period of several weeks: 
these blocks were given three to four times weekly. The anterior 
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approach was used and about 12 cc. of 1% procaine were 
injected in each ganglion; every infiltration was followed by 
Horner's syndrome, which disappeared within a few hours. No 
untoward complications were noted except that some patients 
complained of dizziness of short duration. The patients were 
observed for a number of weeks after completion of their treat- 
ment. Six patients, who were in an advanced state of organic 
mental deterioration, showed only temporary or moderate im- 
provement. Two patients in the early phase of senile organic 
psychosis showed marked improvement. One remains improved 
to date (one year after completion of treatment), while the 
improvement of the other patient lasted for three months. The 
author concludes that although patients in the advanced stages 
of senile psychosis derive little benefit from stellate ganglion 
infiltration, further exploration of this form of treatment seems 
to be justified in the early phases of senile psychosis. 


GYNECOLOGY & OBSTETRICS 


The Use of Chlorpromazine in the Obstetric Patient: A Pre- 
liminary Report. If. The Treatment of Nausea and Vomiting 
of Labor and Delivery with Special Reference to the Effects on 
Analgesia and Anesthesia and on the Newborn. M. Karp, V. F. 
Lamb and H. B. W. Benaron. Am. J. Obst. & Gynec. 69:780- 
785 (April) 1955 |St. Louis}. 


A procedure was instituted to evaluate the effects of chlor- 
promazine on the parturient during the first and second stages 
ot labor and in the immediate postpartum period. This prelimi- 
nary report concerns 214 parturient women of whom 114 were 
treated with chlorpromazine and 100 served as controls. The 
medication in the treated group consisted of chlorpromazine 
alone or in combination with analgesics, hypnotics, atropine, 
or scopolamine. The average dose of chlorpromazine was 25 
mg.; the largest was 100 mg. in four divided doses. Chlorpro- 
mazine appeared to reduce the incidence and severity of nausea 
and vomiting markedly in all three stages of labor. It seemed 
to potentiate analgesics, reducing doses by approximately one- 
half. It does not appear to exert any significant effect on the 
duration of labor: however, the strength of uterine contractions 
is Occasionally reduced in the primigravida. It produces a “medi- 
cal prefrontal lobotomy” effect on many patients, a quiet phleg- 
matic acceptance of pain. It exerts a hypotensive effect with an 
average drop of 10 points in systolic and diastolic blood pres- 
sures. No harmful effect of the drug on mother or child has 
been observed in this series of cases. 


Consideration of Value of Comparison Between Cytohormona) 
Smears and Biopsy of Endometrium. CC. Durando and G. 
Garbigni. Minerva ginec, 7:5-14 Wan. 15) 1955 (In Italian) 
Turin, Italy]. 


Endometrial specimens and vaginal smears taken from 105 
patients with various gynecologic conditions were studied, The 
specimens were obtained from the vaginal epithelium according 
to Papanicolaou’s technique and from the uterine mucosa by 
biopsy. In some instances the endometrial specimen was ob- 
tained by curettage of the entire uterine cavity. The diagnosis 
reached with the two methods was the same in 94 patients 
(89.6%). In 8 of the 11 patients in whom the results of the two 
tests were not in agreement, the findings of the vaginal smears 
agreed with the clinical findings, thus indicating that the vaginal 
smear is often a more reliable test. The two tests have a differ- 
ent clinical value in that they are linked to organs whose poten- 
‘tial receptivity differs. From observations made during the study 
the vaginal epithelium appears to be much more sensitive to 
changes in the blood estrogens than the endometrium. There 
are instances, however, in which one test should be used rather 
than the other. Endometrial biopsy should be used in studying 
the uterine receptivity and the progestational state. Both tests 
should be used in evaluating the utero-ovarian function for the 
etiological diagnosis of sterility. Both should likewise be used 
in those patients in whom the cytohormonal vaginal findings do 
not agree with the clinical picture. 
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PEDIATRICS 


Neuroblastoma (Neuroblastoma Sympatheticum). M. Uhl- 
mann and C. von Essen. Pediatrics 15:402-412 (April) 1955 
‘Springfield, 


Twenty patients with neuroblastoma seen and treated since 
1940 are reviewed. Seven patients are living and well for periods 
of 13 years to 22 months after irradiation alone. Of 11 patients 
treated five or more years ago, 4 are now living and well. Five 
of the survivors had metastases at the time of treatment. Thus 
it is seen that neuroblastoma can be controlled by irradiation 
even after extensive spread. In some instances it is highly un- 
likely that cancerocidal doses could have reached all the tumor 
cells. With the knowledge that this tumor may occasionally 
spontaneously regress or mature into a benign ganglioneuroma, 
it may be postulated that irradiation can promote or accelerate 
the process of maturation. Follow-up histological studies in cured 
persons would be of great value if biopsy of the liver or other 
previously involved organs could be made perfectly safe. The 
report of patients showing arrest and regression of disease after 
chemotherapy should also stimulate further interest in the bio- 
logical behavior of this unusual tumor. 


Nephrogenic Diabetes Insipidus. J. R. West and J. G. Kramer. 
Pediatrics 1§:424-432 (April) 1955 |Springfield, 


Two cases of congenital diabetes insipidus resistant to the 
administration of pitressin, or diabetes insipidus of the nephro- 
genic type, occurring in male first cousins during infancy are 
described. The most striking features were recurrent pyrexia, 
polyuria, polydipsia, poor weight gain and development, and 
hvperelectrolytemia. The basic defect in these patients appears 
to be renal, that is, an end-organ failure to respond to the anti- 
diuretic hormone of the posterior pituitary body. Aside from 
the specific defect in water reabsorption, renal function appears 
to be quite well-preserved in this disease; blood urea nitrogen 
values are generally normal although they may be slightly ele- 
vated in the presence of dehydration. The boys reported on 
were treated after their discharge from hospital by formulas and 
diets designed to increase fluid intake and reduce renal solute 
load as recommended by Talbot. Both have shown improvement 
although bouts of fever continue to occur in conjunction with 
varying degrees of dehyc-ation. Both children are below the 
normals for their ages for weight and mental development. A 
diabetes insipidus trait was present in the mothers of these in- 
fants, in the mothers’ brother, and in the mothers’ mother; this 
Suggests genetic transmission by means other than the sex-linked 
recessive pattern postulated elsewhere in the literature. With 
regard to diagnosing this disease, the authors have found that 
routine evaluation of renal capacity for concentration or dilution 
is generally dependent on the determination of urine specific 
gravity rather than the more complicated and time-consuming 
measurements of osmolar concentration of total urine solids. 
This seemingly simple test is not always an easy procedure in 
infants because volumes of specimens obtained over short in- 
tervals of time are usually so scanty as to make determinations 
difficult. In either of the two types of diabetes insipidus the’ 
condition may go unnoticed or undiagnosed in small infants 
because of the unavailability to such patients of large quantities 
of fluids and the difficulty in assessing the volume of urine output 
during the diaper-wearing stage. Such were the circumstances 
with the patients in this report, and the history of polydipsia 
and polyuria was obtained in retrospect after the diagnosis had 
been established. It is not unlikely that the condition may be 
found to occur with considerably greater frequency than is now 
appreciated, 


Marfan’s Syndrome: Report of Five Cases in One Family. H. H. 
Black and L. H. Landay. A. M. A. Am. J. Dis. Child. 89:414- 
420 (April) 1955 [Chicago]. 


Black and Landay observed five cases of arachnodactyly 
(Marfan’s syndrome) in a mother and four of her children. Only 
one of her five children was entirely normal. The authors feel 
that the medical profession should be more aware of this syn- 
drome and be able to recognize it, because of the hereditary 
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implications. The clinical picture of these patients is rather 
characteristic. They are tall and thin, with long extremities, a 
dolichocephalic head, prominent long ears, a high forehead, 
a high-arched palate, and a wizened elderly appearance of the 
face. They show a lack of muscular development and of sub- 
cutaneous tissue. There is usually a deformity and asymmetry 
of the chest, dorsal scoliosis, and kyphosis or pigeon breast. 
The fingers are long, thin, and often webbed. They are double 
jointed. Pes planus is frequent. Forty to fifty per cent of these 
patients have eye abnormalities, which consist of myopia, bi- 
lateral dislocation of the lenses, tremulousness of the iris, small 
pupils that react poorly to atropine, and shallow anterior cham- 
bers. Forty to sixty per cent have cardiac abnormalities such as 
septal defects, valvular lesions, and aneurysms of the aorta. 
These cardiac lesions may simulate rheumatic heart disease, or 
they may have rheumatic valvular lesions superimposed. Pul- 
monary anomalies are frequent. 


Cortisone Therapy of Initial Attacks of Rheumatic Carditis: I. 
Clinical Data. L. Greenman, F. A. Weigand, F. M. Mateer and 
T. S. Danowski. A. M. A. Am. J. Dis. Child. 89:426-441 (April) 
1955 [Chicago]. 


The authors present observations on 53 children treated with 
large doses of cortisone in their initial attack of rheumatic 
carditis. Only children with unequivocal clinical evidence of 
cardiac involvement prior to therapy were included in this study. 
Their ages ranged from 3.9 to 15.4 years. Two of these patients 
were re-treated after 19 and 27 months, when second attacks 
occurred. The majority of children were given cortisone by 
mouth in doses of 100 mg. every eight hours for six weeks and 
then gradual tapering doses until cessation after two more weeks. 
Five patients received corticotropin (ACTH) during the final 
week of therapy. If the disease still seemed active at the end 
of this interval, the patient was given a new series of treatment. 
The diet was very low in sodium and high in potassium; it pro- 
vided adequate amounts of protein, and a sufficient number of 
calories. Supplementary amounts of iron and protein were given. 
Penicillin was given in doses of 400,000 or 800,000 units intra- 
muscularly or 500,000 units orally, twice a day for the first week; 
treatment was then continued with oral buffered penicillin, 
100,000 units three times a day between meals. During the last 
week of therapy with cortisone, several patients also received 
oxytetracycline (Terramycin), 250 mg. four times a day, and 
larger amounts of penicillin. Digitalis and, in some patients, 
mercurial diuretics were given if congestive heart failure was 
present. The patients were classified ihto three groups to evaluate 
the importance of duration of illness prior to cortisone treatment. 
Duration of illness was judged from first major manifestation or 
any minor one that seemed directly related to the symptoms of 
theumatic fever. A low incidence of residual cardiac abnor- 
malities was observed in those treated within six weeks of onset 
and especially in those treated within two weeks. The safety of 
the regimen is illustrated, and the principle of large dosage for 
prolonged periods as well as early therapy is emphasized. 


Active Connatal Toxoplasmosis in Newborn Infant: Demonstra- 
tion of Parasite in Living Patient: First Case Reported from 
Chile. A. Ariztia, F. Martinez, J. Howard and M. Latorre. Rev. 
chil. pediat. 25:501-510 (Nov.-Dec.) 1954 (In Spanish) (Santiago, 
Chile]. 


A newborn infant presented on the 13th day after birth inter- 
mittent general convulsions, followed by semiunconsciousness, 
general hypertonia, abnormal movements of the eyes, loss of 
suction and deglutition reflexes, and right facial paralysis. The 
patient had intermittent fever, hepatomegaly, splenomegaly, and 
vomiting. The Sabin-Feldmann dye test and the complement- 
fixation reaction were positive for the patient, her mother, and 
a brother. There was microcephalus. The cerebrospinal fluid 
obtained by lumbar puncture was xanthochromic with hyper- 
leukocytosis, pleocytosis, and lymphocytosis. The tryptophane 
test was strongly positive. Acute macular bilateral chorioretinitis 
and slight opacity of the crystalline lenses were present. Diag- 
nosis of acute connatal toxoplasmosis was confirmed by inocula- 
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tion of the cerebrospinal fluid in white mice. The treatment con- 
sisted of intermittent administration of aureomycin and sulfa- 
diazine in daily doses of 50 mg. and 0.25 gm., respectively, per 
kilogram of body weight. The treatment resulted in disappear- 
ance of fever and passage of the disease from the acute into a 
subacute form with grave neurological sequels and total opacity 
of the crystalline lens. Intracranial calcifications appeared two 
and a half months after hospitalization of the patient, when she 
was 3 months old. The electroencephalogram consisted of waves 
of very small voltage from almost complete lack of cortical 
activity. The case is the first to be reported from Chile with 
demonstration of the parasite in the cerebrospinal fluid of a 
newborn infant. Connatal toxoplasmosis results from trans- 
placental passage of the causal organism to the fetus in cases of 
latent toxoplasmosis recently acquired by the mother. The in- 
fection may cause multiple malformations and death of the 
fetus or the development of acute or subacute forms of the 
disease in newborn infants. The acute form follows a rapidly 
fatal course. In the authors’ case the treatment transformed an 
acute into a subacute type of the disease. 


DERMATOLOGY 


Herpes Zoster: Treatment of Postherpetic Neuralgia with Corti- 
sone, Corticotropin, and Placebos. G. C. Sauer. A. M. A. Arch. 
Dermat. 71:488-491 (April) 1955 [Chicago]. 


This report is concerned with postherpetic neuralgia. Sauer 
feels that in evaluating therapeutic measures the following cri- 
teria of postherpetic neuralgia should be adhered to: (1) the dura- 
tion of pain should be 30 days or longer; (2) the location of pain 
should be limited to the site of the lesion and that nerve segment, 
and (3) the intensity of pain should be “moderate” or “severe.” 
From 1951 to 1954, 176 patients with herpes zoster were treated 
at the author’s clinic, and 17 of these were classified as having 
postherpetic neuralgia. Fifteen of these, nine women and six 
men are reviewed here. The pain was severe in 11 patients 
and moderate in 4, and it persisted for from 30 to 270 
days, the average being 81 days. Corticotropin in the form of! 
Acthar Gel was injected intramuscularly, 40 to 80 units being 
given on the first day. If relief was obtained, then 40 units a 
day or every other day usually kept the patient symptom free. 
After three or four injections the therapy could be changed to 
cortisone tablets, Empirin Compound with Codeine Phosphate 
(containing acetylsalicylic acid, acteophenetidin, and caffeine) 
14 grain (30 mg.), or acetylsalicylic acid, depending on the 
severity of the pain. Cortisone was given orally in doses of 
25 mg. every six or eight hours for the first one or two days, 
then decreased as symptoms permitted. The longest period of 
cortisone therapy was 26 days, and the shortest period of treat- 
ment was 4 days. Placebo injections consisted of 2 cc. of distilled 
water or isotonic saline. Placebo tablets were given to one 
patient. The placebo injection was given to 11 patients and was 
the first treatment given to 7 of these. It gave good relief of 
pain in 4 of the 11 cases. Corticotropin was given intramus- 
cularly to 11 patients and was the first therapeutic agent for 4 
of these. It gave good relief in 7 of the 11 cases. Cortisone was 
given orally to 10 patients and was the first drug given to 4 of 
these patients. It gave good relief of pain in 7 of the 10 cases. 
The placebos, though effective in some cases, were not as 
effective as corticotropin or cortisone. There was no significant 
difference in effectiveness between corticotropin or cortisone. 
Two representative case histories are presented. 


Adrenal Steroids in Periarteritis Nodosa: Review of Therapeutic 
Results with Case Report. F. D. Malkinson and G. C, Wells. 
A. M. A. Arch. Dermat. 71:492-499 (April) 1955 [Chicago]. 


The scope of periarteritis nodosa has been greatly widened 
during the last two decades. The concept includes a wide variety 
of conditions showing necrotizing vasculitis, in many of which 
the lesion can only be appreciated microscopically. There is 
evidence that periarteritis nodosa may be largely dependent upon 
some kind of hypersensitivity. It is characterized by severe tissue 
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reaction, which in the past has been little affected by therapy. 
The recent use of corticotropin and cortisone has modified the 
previously dismal outlook. The case of a 35-year-old man is 
presented who was first seen in the dermatology department of 
the University of Chicago clinics for intermittent, pruritic swell- 
ings of hands, knees, and feet of four months’ duration. The 
patient also experienced episodes of abdominal pain, bouts of 
diarrhea, chronic fatigue, and the sudden appearance of blanch- 
ing, numbness, and tingling of the hands and feet on exposure 
to cold. After a tentative diagnosis of urticaria with angio- 
neurotic edema, tripelennamine (Pyribenzamine) was prescribed, 
with moderate relief of edema and itching, but his remaining 
symptoms progressed and the patient returned in two weeks 
complaining of the sudden appearance of several pulsating, pain- 
less nodules over the temples and the occipital area of the scalp. 
Surgical biopsy of a branch of the left temporal artery showed 
a nodose arteritis with eosinophilia, marked intimitis, fraying of 
the elastica, degeneration of the muscularis, aneurysmal bulgings, 
and infiltration and fibrinoid degeneration of the adventitia. 
These changes were interpreted as manifestations of an early 
panarteritis nodosa. Treatment was begun with 25 mg. of cor- 
tisone orally four times daily. The lack of symptomatic response 
after 10 days prompted an increase in cortisone to 150 mg. daily 
for three weeks. Potassium chloride, 0.3 gm. by mouth three 
times daily, and a low-salt diet were also prescribed. During this 
period there was a complete remission of paresthesia and swell- 
ing of the hands and feet. The palpable vessels over the head 
began to recede, the abdominal pains and diarrhea subsided, 
and circulating eosinophils dropped from the initial 14% to 2%. 
In the following three weeks reduction in cortisone to 75 mg. 
daily was accompanied by Raynaud-like symptoms of the ex- 
tremities on exposure to cold and episodes of precordial and 
left thoracic pains. For another three months the patient con- 
tinued with 50 to 75 mg. of cortisone daily, showing complete 
resolution of the vascular nodules and complaining only of mild 
numbness and tingling of both hands. One month later cortisone 
was discontinued. At no time did the patient show signs of the 
metabolic side-effects of adrenal steroid therapy. After another 
12 months the patient was still well. Reviewing the literature 
concerning the treatment of periarteritis nodosa with cortico- 
tropin and cortisone, the authors say that 3 of 37 patients were 
essentially well one or two years after single courses of therapy. 
Sixteen patients, followed for a few days to 15 months after 
treatment, were moderately improved. Two cases subsequently 
required continued maintenance therapy with cortisone and at 
the time of this writing had received 25 to 100 mg. daily for a 
three-year period with good results. Four patients still receiving 
corticotropin or cortisone after two and a half to eight months 
of treatment showed an unsatisfactory response, and in at least 
two of these the prognosis seemed poor. The 12 remaining 
patients succumbed. Corticotropin and cortisone are eminently 
qualified as therapeutic agents for the treatment of periarteritis 
nodosa. 


Lichen Planus: A Statistical Study of 41 Cases. J. K. Tompkins. 
A. M. A. Arch. Dermat. 71:515-519 (April) 1955 [Chicago]. 


Tompkins reviews cases of lichen planus observed at the 
University of Chicago clinics during the period from 1942 to 
1952. A total of 100 such patients were seen. Eighty per cent 
of the patients were in the age range of 30 to 60 years at the 
time of onset. Follow-up studies were done on 41 of these 100 
patients, 34 by reexamination in the clinic and 7 by question- 
naire. No significant correlation with type of occupation could 
be made. The occupations of male patients ranged from that of 
common laborers performing heavy physical work to executives 
with a predominantly sedentary way of life. Most of the women 
were housewives. Eleven of the 41 patients had the generalized 
variety of eruption. In this group the initial eruption was limited 
to one or two areas for at least one week prior to spreading to 
other areas. Eight of these 11 patients had maximum spreading 
within two to four weeks after their initial outbreak, and all had 
maximum spreading within four months after onset. Eighteen 
patients had the disseminate variety of eruption. Two of these 
patients noted that their eruption came up on all involved areas 
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simultaneously, Ten noted spreading from two to eight months 
after onset. Twelve patients had the localized variety. Eight in 
this group had no spread after the initial outbreak. Six of the 
eight had involvement of oral mucous membranes alone. The 
other four patients had spreading to one other area. Particularly 
long duration was observed in cases with hypertrophic lesions 
and with oral mucous membrane lesions only. In about 50% of 
the cases, histories were obtained supporting the view that emo- 
tional factors play a role in the onset of the disease. The allevi- 
ation of these emotional factors seemed directly related to the 
termination of the disease in approximately half of these cases. 
Treatment during the period 1942 to 1952 consisted of weekly 
bismuth injections, local superficial x-ray therapy, soothing oint- 
ments, ultraviolet light, sedatives, intravenous calcium gluconate, 
and vitamins, either singly or in various combinations. Five of 
the 41 patients received no treatment. The duration of the dis- 
ease was not influenced by any type of treatment. Recurrences 
were Observed in five of the patients, and two of these patients 
had two recurrences each. 


OTOLARYNGOLOGY 


Adrenosem in the Control of Hemorrhage from the Nose and 
Throat: A Preliminary Report. J. C. Peele. A. M. A. Arch. 
Otolaryng. 61:450-464 (April) 1955 [Chicago]. 


Adrenochrome monosemicarbazone sodium salicylate complex 
(Adrenosem), a stable synthetic product in aqueous solution suit- 
able for oral or parenteral administration, was used in the pre- 
operative treatment of 176 patients subjected to tonsillectomy 
and adenoidectomy and in 63 patients who underwent various 
other otolaryngological and bronchoesophagologic procedures, 
and in the active treatment of 7 patients with postoperative 
tonsil and adenoid bleeding, 13 with epistaxis, one with traumatic 
hemorrhage from the larynx, and one with bleeding from a 
tonsillar crypt. Preoperative administration of Adrenosem con- 
sisted of 1 cc. of solution injected into the gluteal region one 
hour before the operation. In cases of submucous resection of 
the nasal septum, an additional injection was given on the 
patient's return to the room after operation and one hour before 
removing the nasal packing the following day. The amount of 
Adrenosem given at each injection in the treatment of medical 
cases was | cc. containing S mg. The total number of injections 
given varied considerably, the maximum being 122 injections. 
The injections were given at two-hour and three-hour intervals. 
Some of the patients were given 5 mg. of Adrenosem to take 
by mouth every four hours day and night for three days after 
returning home. With the amount used and at the intervals 
employed the drug did not produce undesirable side-effects. 
Results obtained in the 176 patients on whom tonsillectomies 
and adenoidectomies were performed with the preoperative use 
of Adrenosem between November, 1953, and August, 1954, 
were compared with those obtained in 336 patients on whom 
these operations were performed without the use of Adrenosem 
between January, 1952, and November, 1953. Twenty-eight 
(8.3%) of the 336 patients required sutures of the tonsillar fossae 
to control bleeding at the time of the operation. Nine (2.6%) 
of the 336 patients had primary postoperative hemorrhage. In 
contrast, 6 (3.4%) of the 176 patients required sutures of the 
tonsillar fossae, and only 4 patients (2.2%) had primary post- 
operative hemorrhage. The routine preoperative use of Adreno- 
sem in tonsil and adenoid surgery diminished both the bleeding 
at the time of operation and the oozing in the immediate post- 
operative period. As a result of the reduced bleeding at operation 
fewer patients require suture of the tonsillar fossae for the 
control of the hemorrhage, and the incidence of primary post- 
operative hemorrhage may be reduced. In the seven patients 
with postoperative hemorrhage who were treated with Adreno- 
sem, the clot was removed outside the operating room in five 
and in the operating room in two. An average of four to six 
injections of Adrenosem were given to control the bleeding. 
Postnasal packing was not necessary. These results indicate a 
simpler control of postoperative tonsillar and adenoid bleeding 
by Adrenosem therapy. In cases of submucous resection of the 
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nasal septum the use of Adrenosem reduced the bleeding at the 
time of operation, in the postoperative period, and after removal 
of the nasal packing. The preoperative use of Adrenosem also 
seemed to reduce the bleeding that occasionally follows the 
removal of benign inflammatory growths from the vocal cords, 
and to improve visualization and inspection of the operative field 
after removal of this type of growth. Adrenosem proved valuable 
in the control of hemorrhage from the choanal region of the 
nose Observed in cases of hypertension, arteriosclerosis, or 
respiratory infections with or without local predisposing ab- 
normal conditions in the nasal cavity. The necessity of postnasa! 
packing may be obviated by Adrenosem therapy in most of these 
types of cases. 


Results of Surgery in Treatment of Laryngeal Cancer. J. Falbe- 
Hansen. J. Laryng. & Otol. 69:255-259 (April) 1955 |London, 
England}. 


Falbe-Hansen reviews observations on 38 patients with 
laryngeal cancer, who were subjected to laryngectomy, between 
1942 and 1949, so that the minimal follow-up period is five 
vears. In the first 12 cases the operation was performed according 
to the method of Frenckner, with a large U-formed incision, 
extirpation of the prelaryngeal muscles, and insertion of Frenck- 
ner’s inflatable tracheal cannula. In the last 26 cases Martin’s 
operation was done. An incision is made from the hyoid bone 
to the jugulum, the sternohyoid muscle being preserved on both 
sides. The larynx is extirpated in the usual manner, but the 
pharyngeal opening is closed by a row of thin catgut sutures, 
each of which includes also a little bit of the sternohyoid. Three 
patients died within three weeks after operation and a fourth 
one died 43 days after operation. Twenty-one of the 38 patients 
(SS) survived more than five years. Six other patients were 
symptom-free as regards the laryngeal cancer, when they died 
of other causes. Until Coutard in 1931 published his results of 
fractional roentgen irradiation of laryngeal cancer, surgical 
treatment had prevailed; since then roentgen treatment has 
gained ground. Roentgen therapy is as effective as surgery espe- 
cially in small tumors on a freely movable vocal cord. As the 
functional results are usually far better, it is preferable in such 
cases. Laryngectomy and hemilaryngectomy are still indis- 
pensable, however, in tumors of the subglottis, tumors of the 
vocal cord with fixation, and in recurrences following roentgen 
treatment. Fourteen of the aforementioned 38 patients had first 
received roentgen treatment. Although the operation in such 
cases is technically more difficult, the author found that the 
postoperative complications were not more frequent and not 
more severe than in nonirradiated cases. Close collaboration 
between the radiologist and the surgeon is essential to decide 
on the proper treatment in each individual case. 


Lingual Thyroid: Two Cases in Siblings Diagnosed and Treated 
with Radioactive Iodine. K. C. Springer. A. M. A. Arch. 
Otolaryng. 61:386-393 (April) 1955 |Chicago}. 


Two cases of lingual thyroid occurring in brothers, believed 
to be the first such cases, are reported. The patients were first 
seen at the ages of 4 months and 2 months respectively. The 
course and the findings were almost identical in both. There 
was a history of choking spells, more pronounced during feeding, 
which began shortly after birth. A round mass, seen in the 
midline at the base of the tongue, was firm, elastic to palpation. 
Examination was followed by a choking spell. A direct laryngos- 
copy was performed with the aid of general anesthesia, and 
repeated attempts were made to secure a specimen for biopsy, 
but the capsule of the mass could not be penetrated by ordinary 
biting instrument and only the mucosal covering of the capsule 
was Obtained. The patients then were given 100 uc. of T°! 
(radioactive iodine) in 30 cc. of milk and on the next day 
examination with the Geiger counter demonstrated concentra- 
tion in the area of the normal thyroid. With this region shielded, 
activity about the angle of the jaw and the floor of the mouth 
was also increased. Diagnosis of lingual thyroid of the accessory 
type was made. The patients were discharged from the hospital, 
and the choking spells began to lessen about two to four weeks 
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after the application of I'°! and gradually disappeared. Exami- 
nation six months later showed the lingual node still present but 
of smaller size. No further treatment was deemed necessary. 
When again examined at the ages of four and two years, re- 
spectively, the children were well-developed without any symp- 
toms of dyspnea or dysphagia. Inspection of the throat showed 
no evidence of tumor mass. The radioactive iodine was a valu- 
able aid in the diagnosis of the tumor, and its use resulted in 
substantial decrease in size of the lingual goiter with complete 
relief of symptoms. While conservative treatment consisting of 
rest, and symptomatic treatment with the administration of 
thyroid and extract, may be preferable to hasty surgical inter- 
vention, surgery may be imperative in cases of pronounced 
dyspnea, dysphagia, dysphonia, and recurrent or grave hemor- 
rhage, the symptoms most frequently observed according to the 
comprehensive review of 144 cases of lingual thyroid made by 
Montgomery in 1936. Lingual thyroid is a benign tumor, but 
may, because of grave hemorrhage, alarming dyspnea, or con- 
stant dysphagia, present a serious threat to life. Malignant de- 
generation is rare. If surgery is necessary, the presence or 
absence of the normally situated gland should be determined. 
While older authors advise an exploratory dissection of the 
thyroid region of the neck for this purpose, the use of I'*! will 
now answer the question as to whether thyroid tissue is present 
in its normal location, and whether one is dealing with an aber- 
rant thyroid or merely accessory thyroid tissue at the base of 
the tongue. If activity can be demonstrated at the location of 
the normal thyroid gland, one may then consider removal of 
the lingual goiter if the severity of the symptoms necessitates 
intervention. If, on the other hand, no activity can be demon- 
strated at the normal site, complete removal of the lingual nodule 
is contraindicated. If the symptoms are severe, partial resection 
can be done and any hypothyroidism occurring subsequently 
must be treated with the administration of thyroid by mouth. 


Otitis Media—Then and Now. F. W. Davison. Laryngoscope 
65:142-151 (March) 1955 |St. Louis}. 


Davison compares the results of treatment of otitis media 
during the presulfonamide, the sulfonamide, and the penicillin 
periods. The data presented are derived from experiences in the 
department of otolaryngology at the Geisinger Memorial Hos- 
pital since 1932. The dramatic reduction in the number of 
mastoid operations is shown in a table covering the period be- 
tween 1937 and 1954. The fact that penicillin is superior to the 
sulfonamide drugs in otitis media was demonstrated also by 
other investigators. Acute otitis media and acute mastoiditis are 
not two separate and distinct processes. There is some degree 
of mastoiditis with every otitis media that has persisted for more 
than three or four days. If this picture were firmly planted in 
the minds of all physicians treating otitis media, there would be 
less tendency to delay early myringotomy and early administra- 
tion of one of the antibiotics. It seems pointless to argue whether 
use of penicillin is superior to use of myringotomy or vice versa. 
The sensible attitude is to employ both measures as soon as 
the diagnosis is made. During the last 10 years the author has 
not had to perform a mastoidectomy for any patient who came 
to him for initial treatment of the otitis media. His associates 
performed only six simple mastoid operations during the past 
four years. The indication for operation in four cases was sub- 
periosteal abscess, in one case facial paralysis, and in one case 
meningitis. The history of each case indicated that myringotomy 
had not been performed and that penicillin had not been used 
or, if used, was given in small doses. A common but frequently 
ineffectual program is giving one injection of penicillin followed 
by penicillin given by mouth for three or four days. Only one- 
fifth of the penicillin taken by mouth is absorbed. The author 
has seen many patients who have not been cured by small doses, 
but who do respond promptly to 3 or 5 million units of fortified 
procaine penicillin daily, if this dose is continued for five to 
cight days. Incomplete resolution can be determined if one uses 
a pneumatic otoscope. Impaired mobility of the drum is an indi- 
cation for repeated myringotomy and aspiration of the exudate 
in the middle ear. Glycerine eardrops are a very poor substitute 
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for myringotomy and aspiration. The incidence of acute otitis 
media is higher in children having enlarged adenoids, and also 
in those with an allergic or atopic constitution. 


Sinus Disease and Asthma: The Problem of Foci of Infection. 
J. L. Goldman, S. Siegal, L. M. Arnold and others. Laryn- 
goscope 65:152-169 (March) 1955 |St. Louis]. 


Four years ago a clinical research unit, including an allergist 
and a bacteriologist, was formed in the department of otolaryn- 
gology at Mount Sinai Hospital, New York, to study the re- 
lationship of nasal and sinus disease to systemic diseases. 
Goldman and associates present findings in bronchial asthma, 
which was the largest group of cases studied. One hundred nine 
asthmatic patients were referred to the research clinic for study 
of foci of infection in the nose and sinuses. Most of these pa- 
tients were referred because it was believed that infection in 
the upper respiratory tract was a Causative factor in their asthma. 
The investigation included roentgen examination, diagnostic 
lavage of the maxillary antrums and sphenoid sinuses, and cul- 
tural and microscopic examination of the nasal, sinus, and naso- 
pharyngeal secretions. The authors report on 82 patients, in 
whom complete allergic and bacteriological studies were made. 
Among §8 cases of intrinsic asthma, 25 had sinus infection and 
33 were free from infection. Among 24 extrinsic cases 5 patients 
had sinus infection and 19 were free from infection. Although 
sinus infection was more frequent in the intrinsic group, it was 
present in less than halt of such cases in which infection is 
usually considered as a causative factor. Bacteriological studies 
of sinus secretion revealed the occurrence of transient and multi- 
ple infections. These findings suggest that the micro-organisms 
cause infection on a previously abnormal membrane. Although 
sinus infection was more trequently associated with abnormal 
sinus membrane, such membrane disease may occur without 
infection, and infection may occur without membrane disease 
in asthmatic patients. A follow-up study after sinus surgery in 
61 asthmatic patients differentiates between those with and with- 
out radical antrum operation. Definite improvement in asthma 
occurred twice as often in the group without removal of antral 
membrane, although only a minority of patients were benefited 
in either group. The findings of this study warrant the conclusion 
that sinus infection is not, as a rule, the primary cause of asthma 
but rather a complication superimposed on altered sinus mem- 
brane. The management of sinus disease should include at first 
conservative measures and later such surgery as dictated by local 
nasosinal abnormalities and by persistent infection. The decision 
to employ radical sinus procedures should be determined by 
these factors rather than by the concept of bacterial allergy. 


THERAPEUTICS 


Desacetylmethylcolchicine in Treatment of Myeloid Leukaemia. 
B. J. Leonard and J. F. Wilkinson. Brit. M. J. 1:874-877 (April 
9) 1955 |London, England}. 


Desacetylmethylcolchicine (Colcemid), the mixed alkaloid ex- 
tract of Colchicum autumnale, was given to eight patients with 
chronic myeloid leukemia, two patients with myelofibrosis, one 
patient with chronic lymphatic leukemia, and six patients with 
acute myeloblastic leukemia. The initial oral dose of 3 mg. of 
Colcemid daily was increased after three to four days to a dose 
of 7 to 10 mg. daily according to the white blood cell count. 
This dose was continued until the leukocyte count fell to about 
25,000 per cubic millimeter, and was then stopped for three 
to four days. A daily maintenance dose of 3 to 5 mg. was then 
instituted. Daily white blood cell counts, platelets counts, and 
hemoglobin level estimations were performed until the maximum 
effect of the drug on the white blood cells had been attained: 
thereafter counts were done twice weekly and finally every one 
to two weeks. A pronounced clinical improvement was observed 
in six of the eight patients with chronic myeloid leukemia; their 
appetites improved, they gained weight, and their spleens became 
rapidly smaller. The drug had a distinct depressant action on 
the granulocytes, and all six patients were maintained in satis- 
factory clinical and hematological states for four to nine months 
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on maintenance doses of 3 to 10 mg. Of the remaining two pa- 
tients with chronic myeloid leukemia, one had an allergic re- 
action consisting of a generalized congestion of the fauces and 
erythema of the scrotum that made discontinuation of the drug 
necessary. The second patient did not show any clinical im- 
provement despite a reduction in the white blood cell count 
from 57,000 to 6,950 per cubic millimeter. The disadvantage 
of many other therapeutic agents such as 1:4-dimethanesul- 
fonyloxybutane (Myleran) in producing thrombocytopenia and 
aplastic anemia was not observed in the authors’ patients with 
chronic myeloid leukemia treated with Colcemid. The white 
blood cells were extremely sensitive to Colcemid and dropped 
to low levels in three and five days, respectively, in the two 
patients with myelofibrosis: these patients were maintained in 
an improved clinical state for six months and five months, re- 
spectively, on a daily dose of | mg. and of 2 to 3 mg. of Colce- 
mid, respectively: the white blood cell count was kept within 
normal limits, but the abnormal differential count remained un- 
changed. In the patient with chronic lymphatic leukemia, Colce- 
mid aggravated the patient’s condition, and if administration 
of the drug had not been discontinued an irreversible acute 
leukemic phase might well have persisted. Colcemid had little 
or no beneficial effects on the six patients with acute myelo- 
blastic leukemia. From the early results with Colcemid it would 
appear worthy of further trial in chronic myeloid leukemia, so 
that its long-term effects may be compared with other well- 
tried forms of treatment. 


Effects of Cycloserine on Mycobacterium Tuberculosis in Vitro. 
M. M. Cummings, R. A. Patnode and P. C. Hudgins. Anti- 
biotics & Chemother. §:198-203 (April) 1955 |Washington, 


The announcement that cycloserine, an antibiotic derived from; 
Streptomyces orchidaceus, has a wide antibacterial spectrum and 
low animal toxicity and the report that it is apparently effec- 
tive against pulmonary tuberculosis in man stimulated Cum- 
mings and associates to determine its activity in vitro against 
a variety of strains of Mycobacterium tuberculosis. They found 
that cycloserine inhibits the growth of Myco. tuberculosis in 
vilro in concentrations that are attainable in clinical usage of 
the drug. It appears to be more effective against the virulent 
strains of tubercle bacilli tested than against a saprophyte and 
an attenuated strain of Myco. tuberculosis. Cycloserine is equally 
effective against a streptomycin-resistant strain and an isoniazid- 
resistant strain of Myco. tuberculosis. Cycloserine as measured 
by chemical assay appears to be unstable in solutions of slight 
acidity (pH 6.8). This finding should be kept in mind when 
attempts are made to perform drug-susceptibility tests in cul- 
ture mediums and particularly when prolonged incubation is 
required. There is suggestive evidence that cycloserine and iso- 
niazid may act synergistically in vitro, but this action is not 
pronounced and should be studied further. There is no evidence 
of synergism or antagonism with streptomycin under the con- 
ditions tested. The low incidence of toxicity in animals and the 
antimycobacterial effectiveness in vitro indicate that further 
clinical trials with this antibiotic are justified. 


Aerosol Trypsin in Inflammations of Respiratory Pathways. 
D. Felisati and A. Perrone. Gazz. med. ital. 114:38-40 (Feb.) 
1955 (In Italian) [Milan, Italy]. 


Aerosol trypsin combined with penicillin and streptomycin 
gave good results in 13 of 15 patients with inflammatory sup- 
puration of the respiratory pathways. The product used was 
“Triptocillina for aerosol,” a preparation obtained by combining 
200 Northrop units of crystalline trypsin with 200,000 units of 
penicillin and 0.25 gm. of sulfate dihydrostreptomycin. The pa- 
tients received the treatment, as a rule, once a day: a total of 
82 aerosolizations was performed. The preparation has an im- 
mediate action on the exudate, and a first phase in which this 
increases is followed by a second phase in which it decreases 
and often by a third one of complete arrest. Easier expectora- 
tion, better pulmonary ventilation, and a quicker process of 
restoration of the anatomic lesions follow. Cough increases at 
the end of the first application but decreases two to three hours 
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later. The therapy increased the body weight of these patients 
and improved their sleep and their sense of well being. One 
patient had an attack of hemoptysis, but the episode could not 
with certainty be ascribed to the action of the trypsin because 
a pulmonary abscess was present. The therapy was suspended 
in another patient when miliary tuberculosis was discovered. In 
the other patients the results were encouraging and proved the 
synergistic action of these agents. Recent hemoptysis and severe 
dyspnea are contraindications to the use of aerosol trypsin. 


Clinical and Radiological Changes Observed in Patients with 
Pulmonary Tuberculosis Subjected to the Action of Galvanic 
Currents: Preliminary Report. V. Basunti and L. Del Lucchese. 
Minerva med. 46:376-384 (Feb. 10) 1955 (In Italian) [Turin, 
Italy}. 


Encouraging clinical and radiological results were obtained 
in nine patients with pulmonary tuberculosis who were treated 
with electric current. The treatment consisted in passing trans- 
thoracically from the side that was affected in a sagittal direc- 
tion a continuous current. The applications varied from patient 
to patient with respect to number (from 1 to 20), duration (from 
5 to 20 minutes), and interval of time between applications (from 
3 to 30 days). None of the patients received antibiotics or anti- 
tuberculous chemotherapeutic agents during the treatment and 
observation periods. As a rule, the regimen followed was based 
on the changes that were seen on the body section roentgeno- 
grams that were taken every three to seven days. As soon as 
these revealed some “movement” in the lesion, the treatment 
was suspended because it was observed that this movement con- 
tinued for an indeterminate time, sometimes for months, with- 
out further applications. These were resumed when the move- 
ment appeared to be arrested. The treatment, which was bene- 
ficial to all the patients, improved their appetite, body weight, 
and general condition. The surprising changes that were seen 
on the roentgenograms consisted of a decrease in the size of 
the cavities, sometimes to the point of their absorption. In some 
circumstances one application may produce substantial modifica- 
tions in the pulmonary picture and perhaps even the complete 
remission of the process. The reaction to the action of the con- 
tinuous current varied greatly from patient to patient and this 
difference was due not only to the type of lesion that was pres- 
ent, and the patient’s age and sex, but also to individual factors. 
Often in the same patient periods of great sensitivity alternated 
with periods of indifference to the action of the current. The 
reason for this behavior has not been determined. Nor has a 
satisfactory explanation for the surprising phenomena observed 
in these patients been found. It may well be that the therapeutic 
application of these currents will prove beneficial in conditions 
other than pulmonary tuberculosis. 


Cortisone Therapy of Early Epidemic Hemorrhagic Fever: A 
Preliminary Report. W. J. Sayer, G. Entwhisle, B. Uyeno and 
R. C. Bignall. Ann. Int. Med. 42:839-851 (April) 1955 [Lan- 
caster, Pa.]. 


Of 68 patients who were suspected of having early epidemic 
hemorrhagic fever, an infectious disease first observed among 
members of the Army in Korea during the spring of 1951 and 
characterized by an initial toxic-febrile state with spontaneous 
petechiae, leukocytosis, and thrombocytopenia, 34 were given 
cortisone, while the other 34 who were given lactose served as 
controls. Twenty-two patients in the cortisone group and 26 in 
the lactose group were considered to be confirmed cases of 
epidemic hemorrhagic fever because they showed two of the four 
following findings: (1) blood urea nitrogen values of at least 25 
mg. per 100 cc. of blood on two or more days of disease, (2) 
proteinuria of at least 0.5 gm. per liter of 24-hour urine sample 
for two or more days, (3) diuresis of not less than 3,000 cc. 
per 24 hours for two or more consecutive days, and (4) hy- 
posthenuria with specific gravity values of 1.015 or less by con- 
centration test within three weeks of the onset of illness. A 
diagnosis of fever of unknown origin was applied to 8 patients 
in the lactose group and to 12 patients in the cortisone group 
who did not fulfill the requirements mentioned above. In all 
patients, treatment was initiated before the 72nd hour of the 
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disease. Total dose and duration of cortisone therapy for each 
of the 34 patients were 1,100 mg. for a period of five days. No 
untoward sequelae attributable to cortisone were observed, and 
most of the patients treated with cortisone progressed through 
the usual phases of epidemic hemorrhagic fever, i.e., febrile, 
hypotensive, oliguric, and diuretic. The uitimate mortality in 
the cortisone-treated and in the control group was about the 
same. Cortisone exerted neither a specific therapeutic effect nor 
a detrimental influence on the disease. Some beneficial results 
were obtained. A distinct amelioration of the toxic-febrile clini- 
cal state, as well as significant reductions of the severity and the 
duration of both proteinuria and azotemia, was obtained. Evi- 
dence was also recorded which suggests that the renal insufficien- 
cy and cardiovascular collapse of epidemic hemorrhagic fever 
are favorably influenced by early cortisone therapy. The results 
are interpreted as sufficient to justify further studies of the effects 
of cortisone when administered early in the course of epidemic 
hemorrhagic fever. 


Fatal Agranulocytosis During Treatment with Chlorpromazine. 
J. R. Tasker. Brit. M. J. 1:950-951 (April 16) 1955 [London, 
England]. 


Administration of chlorpromazine to a 38-year-old psychi- 
atric patient was followed by the development of fatal agranulo- 
cytosis six weeks later. Mild and transient leukopenia during the 
early weeks of treatment with this drug is well recognized, but 
fully developed agranulocytosis has hitherto been reported in 
only a few nonfatal cases occurring in women of middle or old 
age, none of whom showed any warning signs of sensitivity to 
the drug. The author’s patient, on the contrary, had transient 
fever, jaundice, and a skin rash shortly after the treatment, con- 
sisting of 25 mg. three times a day for the first nine days and 
twice as much thereafter, was started; these symptoms, which 
are recognized complications of chlorpromazine therapy, sub- 
sided within a few days and were followed by two and one-half 
weeks of comparatively good health, during which the adminis- 
tration of chlorpromazine in doses of 150 mg. daily was con- 
tinued without interruption. Ulceration of the gums and tongue, 
accompanied by fever, then appeared and a blood cell count 
showed 900 white blood cells per cubic millimeter (polymorpho- 
nuclear leukocytes, 10°, and lymphocytes, 90%). A diagnosis 
of agranulocytosis was made; treatment with chlorpromazine 
was stopped at once, and the patient was admitted to the hos- 
pital. She had received a total of 5.475 gm. of chlorpromazine 
in 41 days, a period corresponding to that noted in the other 
recorded cases of agranulocytosis. Prophylactic injections of 
500,000 units of penicillin were given intramuscularly twice a 
day, but her condition did not improve. Stomatitis persisted and 
profuse diarrhea developed a few days later, followed by pneu- 
monia, which failed to respond to 2,000,000 units of penicillin 
intramuscularly, SOO mg. of oxytetracycline intravenously, and 
2 gm. of oxytetracycline intramuscularly, all given within 24 
hours. Death occurred one week after admission to the hospital. 
Various other drugs (codeine; sodium salicylate and potassium 
citrate in simple mixtures; aspirin, phenacetin, and caffeine 
tablets; and two proprietary preparations) had been used in 
treating the patient before chlorpromazine was started, but since 
none of them is known to depress bone marrow activity and 
since they had often been taken by the patient without untoward 
effect, they cannot be blamed for the agranulocytosis. Amido- 
pyrine and the sulfonamides were not used. Early signs of sen- 
sitivity to chlorpromazine should, therefore, be taken as danger 
signals and ulcerative stomatitis, especially if it occurs at about 
the sixth week of treatment, should be an absolute indication 
for immediate cessation of chlorpromazine therapy. 


Phenylbutazone in Small Doses in Treatment of Joint Diseases. 
E. Tophgj, P. Bastrup-Madsen and P. Bechgaard. Ugesk. leger 
117:375-378 (March 31) 1955 (In Danish) (Copenhagen, Den- 
mark}. 


The clinical effect of phenylbutazone administered in doses 
smaller than those usually given was studied in 78 patients with 
various joint diseases. With an initial dose of 800 mg. on the 
first day, followed by a maintenance dose of 200 mg. daily, a 
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constant blood concentration of about 5 mg. per 100 cc. was 
established. The administration of smaller doses seems to reduce 
the risk of side-reactions without reducing the therapeutic effect 
of the agent; the effect attained corresponds in essentials to that 
previously described when the dosage was considerably larger. 
The result was excellent in the seven cases of arthritis urica, In 
8 of 26 cases of arthritis deformans with pronounced symptoms 
the improvement was marked during the observation time of 
from 4 to 10 months; the pain returned when the treatment was 
interrupted, to disappear again on resumption of the treatment. 
In four additional cases in which the symptoms disappeared and 
did not recur the improvement is thought to have brought the 
disease into a more quiet phase. The results were good in 
psoriatic joint affection and in atypical polyarthritis. In primary 
progressive polyarthritis good effect was the exception. In all 
cases the therapeutic effect if good was seen in the course of the 
first two days. The authors emphasize that the agent should be 
used only when other treatment has not been sufficiently effective 
and that the patients should be advised as to possible by-effects 
and the blood picture be controlled regularly during the period 
of treatment. 


Treatment of Arterial Hypertension with Methonium Prepara- 
tions. H. N. Haugen. Tidsskr. norske legefor. 75:158-161 
(March 1) 1955 (In Norwegian) [Oslo, Norway]. 


Twenty-nine patients were treated with the methonium 
preparations Vegolysen T and Ansolysen. Ansolysen was found 
to be decidedly superior to Vegolysen T. With Ansolysen treat- 
ment there was definite reduction of blood pressure in 13 out of 
18 patients, with subjective improvement in most cases. There 
were several more by-effects with Ansolysen than with Vegolysen 
T, perhaps because relatively larger doses were given, but inter- 
ruption of the treatment was rarely necessary. In one patient 
with angina pectoris heart infarct occurred during treatment 
with Vegolysen T, proving that coronary affection is a con- 
traindication for treatment with methonium preparations, Care 
is required in the use of ganglion-blocking agents in patients 
with renal insufficiency. In two patients with reduced renal func- 
tion, the function deteriorated further during the treatment and 
both died. The possibility is not excluded that in one of the cases 
methonium hastened the development of the renal insufficiency. 


Modern Hypotensive Drugs in Daily Clinical Practice (Hydrala- 
zine, Rauwoifia Serpentina, and Veratrum Viride): Report of 
50 Cases. C. A. Levi Ruffinelli, E. Ruiz de Olano, R. H. Vellejos 
and M. Chervin. Prensa med. argent. 42:384-390 (Feb. 11) 1955 
(In Spanish) [Buenos Aires, Argentina]. 


Fifty patients with hypertension who had been treated by the 
usual methods were given hydralazine, Rauwolfia serpentina 
and/or Veratrum viride therapy for an average period of 24 
weeks. When these drugs are given in association in certain doses, 
their hypotensive action increases and unpleasant secondary 
effects are neutralized. Hydralazine has a marked hypotensive 
action with increase of the blood supply to the brain and the 
kidneys. It is especially valuable in treating hypertensive en- 
cephalopathy. It causes an abundant diuresis that aids in 
detoxicating the patient. The daily therapeutic doses of Rauwolfia 
serpentina preparations are as follows: Raudoxine (powder of 
total root) 300 to 600 mg., Rauvirid (total alkaloids of Rauwolfia 
serpentina plus those of Veratrum viride) 100 times smaller doses 
than those of Raudoxine, when the preparation is given by 
mouth and still smaller doses when it is given either rectally or 
intramuscularly, and Serpasil (pure reserpine) | to 3 mg. The 
type and degree of hypotensive action of the various preparations 
of Rauwolfia serpentina are similar to those of hydralazine. 
Administration of this drug is simple, but it is only indicated in 
cases of labile hypertension, predominantly of neurogenic origin. 
The daily useful therapeutic dose of Veratrum viride is 4 to 8 
mg. The drug has a marked vasodilating action on the arterioles 
that in association with its bradycardic and emetic action may 
cause collapse, especially if it is given with Rauwolfia. The drug 
can be used safely if the necessary precautions are taken. The 
authors conclude that the modern hypotensive drugs, especially 
Rauwolfia, give better results than the classical treatment of 
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hypertension. The Rumpel-Leede’s sign became negative after 
the treatment in a large percentage of the patients observed by 
the authors; the need for digitalis and mercurial diuretics in pa- 
tients requiring additional cardiotonic treatment diminished; 
moderately advanced lesions of the fundus of the eyes became 
Stationary during and after the treatment; and improvement of 
subjective symptoms was evident in all patients regardless of the 
degree of hypertension. The blood pressure was lowered in all 
cases. Two patients died with a diagnosis of malignant hyper- 
tension, 41 considered the treatment as excellent in relation to 
the classical treatment, and 7 did not note any difference between 
the modern and the classical treatments, 


PATHOLOGY 


Hereditary Haemolytic Elliptocytosis. H. Letman. Acta med. 
scandinay, 151:41-49 (No. 1) 1955 (In English) [Stockholm, 
Sweden]. 


A case of hereditary elliptocytosis with hemolytic anemia and 
markedly deformed erythrocytes is described. Splenectomy 
cured the hemolytic anemia, but seemed to result in more pro- 
nounced erythrocyte deformity and in increased osmotic fragility. 
The survival of the abnormal red cells was followed after trans- 
fusion of the patient’s blood into a normal recipient, both by 
the Ashby method of differential agglutination and by counting 
the number of abnormal cells. The latter method showed a more 
rapid destruction than did the former during the first few days 
after transfusion. This is due to a more rapid elimination of 
the abnormally shaped cells than of normal ones. Differential 
agglutination showed that 50% of the erythrocytes had dis- 
appeared after seven days. Other hereditary hemolytic anemias 
(sickle cell anemia and thalassemia) have proved to be due to 
abnormal hemoglobin synthesis. Alkaline denaturation test for 
fetal hemoglobin and electrophoretic analysis of hemoglobin 
level from the patient showed normal conditions. 


Pathology of Hemorrhagic Fever: A Comparison of the Find- 
ings—1951 and 1952. A. Steer. Am. J. Path. 31:201-222 (March- 
April) 1955 |Ann Arbor, Mich.|. 


Hemorrhagic fever first appeared in United States troops in 
Korea in 1951. The pathological findings in 61 fatal cases in 
1951 indicated the following characteristics: hemorrhage, par- 
ticularly in the renal medulla, right atrium, and gastrointestinal 
submucosa; a peculiar type of necrosis of the renal medulla, 
anterior lobe of the pituitary body, adrenal gland, and, occa- 
sionally, islands of Langerhans; and a mononuclear cellular in- 
filtration of the myocardium, pancreas, spleen, and liver. In 
1952, a special center was established in Korea for the treat- 
ment of patients with hemorrhagic fever. Emphasis was placed 
on fluid restriction. The pathological lesions in patients dying 
of hemorrhagic fever in 1952 were compared with those ob- 
served in the 1951 fatalities. The changes were similar but of 
a different degree of severity. It is suggested that these differ- 
ences were related to differences in therapy rather than to a 
change in the character of the disease itself. Fluid restriction 
and treatment as for acute renal failure were the important 
therapeutic changes, and a decrease in the number of deaths 
in the oliguric stage resulted from this approach. It is believed 
that a toxin is elaborated and is active only during the early 
course of the disease, when there is evidence of widespread 
capillary and endothelial change and apparently all subsequent 
manifestations are the result of this damage. Reevaluation of 
cardiac lesions indicates that an almost pathognomonic picture 
is present, especially in cases of short duration. The important 
feature is a mild subendothelial mononuclear cell infiltration. 
Reevaluation of the renal lesions indicates that hemorrhage due 
to loss of continuity of blood vessels was not present. It is be- 
lieved that the so-called hemorrhage represents extreme conges- 
tion and dilatation of corticomedullary vessels with diapedesis 
of red blood cells. Diapedesis of red blood cells is also sug- 
gested as the mechanism of the hemorrhage in the right atrium. 
Reexamination of the foci of necrosis in the kidneys and the 
pituitary and adrenal glands suggests that these were the result 
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of anoxic changes rather than due to the direct action of the 
etiological agent or a toxin. Necropsy studies suggested that the 
controversial changes in the fluid balance are important but 
secondary. Until the etiological agent and a specific therapy are 
discovered, they will remain as significant problems in the man- 
agement of this disease. 


Histological Study of Pulmonary Biopsy Specimens and Ana- 
tomicoclinical Correlations in Patients with Mitral Stenosis Sub- 
jected to Commissurotomy. G. Fojanini, A. Conti and G. Di 
Matteo. Arch. ital. chir. 79:89-105 (No. 2) 1955 (In Italian) 
|Bologna, Italy]. 


A histological study was made of pulmonary specimens of 
the lingula that were secured by biopsy when commissurotomy 
was performed on a number of patients with mitral stenosis. 
An increased thickness of the wall of the small arteries was 
observed. This was due to medial changes that consisted of 
plasmatic imbibition, degeneration, which was mainly hyaline, 
and evolution toward a process of regeneration of the connec- 
tive and elastic tissue or of an increase of the muscular fiber 
cells that presented the picture of muscular hypertrophy. There 
was also thickening of the wall of the pulmonary arterioles, and 
this was due mainly to medial muscular hypertrophy. In none 
of the specimens was there evidence of a complete transforma- 
tion of the media into sclerotic tissue. In some instances a slight 
intimal thickening accompanied the most evident changes of 
the media. The medial changes and the intimal thickening re- 
sulted in narrowing of the lumen, which, however, was never 
completely obliterated. As to the parenchymal findings, there 
was thickening of the alveolar walls, and this was due to an in- 
crease of the collagen substance and the cell elements in it. 
There was also thickening of the septa and in most cases nar- 
rowing of the alveolar lumen. In some cases emphysema of the 
alveolar spaces was observed; rarely was the alveolar lumen 
occupied by macrophages or erythrocytes. These changes in the 
pulmonary vessels and the alveolar walls create an obstacle to 
the passage of the blood into the pulmonary circulation, and, 
therefore, the clinical signs of patienis with mitral stenosis are 
caused partly by the resulting hemodynamic imbalance in the 
pulmonary circulation. Those pulmonary changes that are pres- 
ent in patients with mitral stenosis cannot be predicted on the 
basis of clinical findings alone. Many authors feel that the 
pulmonary changes are marked in patients with pronounced 
dyspnea, attacks of blood spitting, and signs of excess work on 
the right ventricle, whereas they are not marked in patients in 
whom attacks of acute pulmonary edema are common. The 
authors of this report feel that whether a patient with mitral 
stenosis will benefit from a commissurotomy will depend on the 
gravity of the changes that are present in the pulmonary vessels 
and the alveolar walls. 


Pathology of Cerebral Palsy: 1. Developmental Defects of the 
Brain as Cause of Cerebral Palsy. A. Towbin. A. M. A. Arch. 
Path. 59:397-411 (April) 1955 [Chicago]. 


Towbin shows that the pathological aspects of cerebral palsy 
have been the subject of much confusion and misinformation. 
After Little in his original thesis had postulated that most spastic 
States Observed in children were due to neonatal asphyxia, there 
gradually evolved the misconception that the dominant etiologi- 
cal factor in cerebral palsy was related to head injury associated 
with meningeal hemorrhage incurred during the process of birth. 
The author had the opportunity to study at autopsy 23 cases, 
infants, children, and adults, who during life presented severe 
motor defects related to cerebral palsy. Cerebral palsy refers to 
motor disturbances that are mainly pyramidal or extrapyramidal 
in nature. The responsible lesions in the brain vary in origin; 
all are incurred during intrauterine or early infantile life. In 
analyzing the cases in the present study, three pathological types 
were evident. In the first type the lesion was due to a develop- 
mental arrest of the brain. In the second type the cerebral lesion, 
destructive in nature, was the result of an antecedent systemic 
disorder present in fetal or infantile life. In the third type, the 
encephaloclastic lesion represented an intrinsically local intra- 
cranial disorder. The present report deals with the first type, 
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cerebral palsy due to hereditary and induced developmental 
cerebral defects. Most developmental anomalies of the brain 
are induced; these defects represent the imprint left on the nervous 
system by exposure of the early fetus to maternal infectious 
disease, irradiation, or other noxious gestational influences. 
Developmental faults of the brain were associated with clinical 
manifestations of cerebral palsy in six cases of the series studied. 
In the severest case, an 8-year-old child displaying profound 
motor disturbances and mental deficiency, the brain at autopsy 
had the architectural features of a 5-month fetus. In addition 
to microcephaly vera portrayed grossly, histological evidence of 
developmental arrest was evident. In cases of less severe involve- 
ment, the brains showed localized anomalous development of 
the motor cortex. In general, the degree of motor disturbance 
displayed by the patients during life was proportional to the 
extent of developmental arrest observed in the brain at autopsy. 
The findings in this group, constituting approximately one-fourth 
of the cases of cerebral palsy coming to autopsy during the five 
year period of this study, indicated the importance of faulty 
organogenesis as a cause of cerebral palsy. 


Studies on Pulmonary Cancer: 4. Significance of Locality for 
Occurrence of Primary Epithelial Pulmonary Tumors. |. Krey- 
berg. Tidsskr. norske legefor. 75:206-208 (March 15) 1955 (In 
Norwegian) [Oslo, Norway]. 


Norway presents favorable conditions for studies on the 
etiology of pulmonary cancer because the population is fairly 
uniform, the social conditions are varied, and the people in large 
measure live continuously in the same place. The new carcino- 
genic situation that originated in Norway about the time of the 
First World War and that manifested itself particularly since 
the Second World War is characterized by a pronounced increase 
in group | tumors (flat cell epithelial carcinomas, large cell 
carcinomas, and small cell carcinomas) in men. Study of 255 
cases of primary epithelial pulmonary tumors from the entire 
country, collected mainly from 1952 to 1954, shows that the 
new development is not yet definitely demonstrable in rural 
districts, where the same relation still exists between the histo- 
logical variants that were present in Oslo a couple of decades 
ago. Group 2 tumors (adenocarcinomas, bronchiole cell carci- 
omas, adenomas, and salivary gland tumors) are evenly appor- 
tioned through the country. The figures apparently confirm the 
earlier conclusion that this group occurs as the result of general 
causative factors that affect men and women equally in the 
different parts of the country. Oslo occupies a prominent posi- 
tion with regard to tumors of group 1, which occur least often 
in the districts where farming and forestry are the main means 
of livelihood. The new development is definitely noticeable in 
all types of city life. Cities with industries and industrial centers 
do not show higher figures than do smaller cities with “pure” 
air. The author concludes that the new carcinogenic situation 
in Norway is closely associated with an urban-like way of life 
and that smoke and smog from industry are not an essential 
link in that part of city life that is responsible for the increased 
incidence of pulmonary cancer in Norway. 


Granulomatous Thyroiditis with Anisotropic Crystalline Ma- 
terial. S. Gross. A. M. A. Arch. Path. 59:412-418 (April) 1955 
[Chicago]. 


Forty-three cases of thyroid disease were reviewed. These had 
been variously classified as chronic thyroiditis, Riedel’s struma 
(struma fibrosa), Hashimoto’s struma (struma lymphomatosa), 
lymphadenoid goiter, pseudotuberculous thyroiditis, and hyper- 
plasia of the thyroid with involution. Fourteen of these cases 
were characterized by the presence of a granulomatous reaction 
associated with many so-called pseudotubercles. In sections of 
these glands anisotropic crystalline material, morphologically 
identical with the calcium oxalate crystals described by Richter, 
was seen when examined with polarized light. The clinical syn- 
drome presented by these 14 patients conforms to a pattern that 
has been described by a number of other investigators. A pre- 
dilection for the fourth and fifth decades of life was observed 
in previously reported cases as well as in the author’s 14 patients. 
The onset was sudden and the history short in 11 of the patients, 


Vil 
195 


Vol. 158, No. 10 


symptoms having been present for frem 2 to 10 weeks. Pain 
usually associated with tenderness was the most frequent pre- 
senting symptom and was present in nine cases. The pain was 
usually diffuse in the thyroid region, but occasionally was more 
or less localized to one side. Eight patients had slight to moderate 
elevations in temperature preoperatively. Five patients com- 
plained of rapid weight loss; one lost 20 Ib. (9.1 kg.) in six weeks 
following the onset of symptoms. Examination revealed in all 
cases an enlarged thyroid, sometimes two or three times normal 
size. The enlargement was either diffuse or nodular. Occasionally 
the involvement was unilateral. A euthyroid state was present 
in 10 cases. In three there was mild hyperthyroidism, while in a 
fourth patient an elevated basal metabolic rate was associated 
with exophthalmos. At operation adherence to the trachea and 
to the surrounding structures was found in eight cases. Exctsions 
varied from almost total thyroidectomy (performed in two cases) 
to partial resection of the involved lobe. All patients made an 
uneventful recovery. On pathological examination the thyroids 
were firm to hard in consistency. Fibrosis and a granulomatous 
reaction associated with tubercle-like cellular aggregates were 
present in all cases. Anisotropic crystalline (calcium oxalate 
monohydrate) material was found in each of these glands, both 
within and outside of acini. The coexistence of crystals and 
granuloma, as well as their relative positions in the sections, 
suggest a causal relationship. The cause is unknown; no specific 
organism was isolated. Excluding the foregoing 14 cases, the 
other 29 of the 43 cases are in sharp contrast in that crystals 
were absent in 25 and very few were present in the other fou 
Cases. 


RADIOLOGY 


Clinical Usefulness of Radioactive Gold 198. J. A. Campbell! 
and J. Durlacher. J. Indiana M. A. 48:374-383 (April) 1955 
|Indianapolis}. 


Gold 198 is a radioactive isotope that is now prepared in the 
uranium pile by neutron radiation of the stable element. It has 
a half-life of 2.7 days. Campbell and Durlacher review the scope 
of clinical usefulness of radioactive gold 198, and describe the 
various available forms of this isotope with respect to their 
physical properties, manner of production, and modes of admin- 
istration. They have used colloidal gold 198 in 95 cases since 
January, 1951. Of 50 patients treated for arrest of ascites, 27 
were not evaluated, either because they died or could not be 
followed up. Of the remaining 23, 5 had complete cessation of 
fluid formation for duration of the illness, amounting in some 
cases to nearly three years. One of the latter was a case ol 
retroperitoneal lymphosarcoma in which the palliative response 
of the patient was so excellent that the authors now are exploring 
the further use of intraperitoneal gold in other lymphoma cases 
without ascites. Eight patients were considered to have obtained 
good results, being free from fluid formation eight to nine 
months following therapy. Two patients given prophylactic gold 
therapy to prevent peritoneal spread following resection of an 
ovarian malignancy have shown no evidence of disease at 6 and 
18 months’ follow-up. The five cases treated for proved perito- 
neal seeding without ascites have not been followed long enough 
to evaluate the results, but one of these has shown evidence ot 
clinical spread within nine months. Fourteen cases treated for 
pleural fluid were not evaluated because of death in less than 
eight weeks or because no follow-up was possible. Excellent re- 
sults were obtained in only 2 of the remaining 17 patients; these 
2? had breast cancer. In 9 of these 17 the fluid accumulation was 
inhibited for six to nine months. It would appear that some 
worthwhile palliation is obtained in a little over 50° of cases 
showing intractable fluid formation in the chest and abdomen. 
Experience with interstitial injection of the prostate has been 
limited to seven cases. In four of these there was obvious regres- 
sion of the prostate mass by rectal examination. In one case no 
rectal evidence of regression was found. One case has been 
followed less than eight weeks. Another case was subjected to 
prostatectomy following gold therapy and the specimen showed 
incomplete regression of carcinomatous tissue. There were no 
untoward rectal complications. 
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Treatment of Polycythaemia with Radioactive Phosphorus. 
J. B. Harman, P. L. de V. Hart and E. M. Ledlie. Brit. M. J. 
1:930-934 (April 16) 1955 [London, England]. 


Radioactive phosphorus (P**) is prepared by the irradiation 
of pure sulphur and is obtained as a solution of orthophosphoric 
acid. It has a half-life of 14.3 days, but urinary excretion of 
part of the administered dose reduces its effective half-life in 
the body to about 10 days. The injection of P®= is followed by 
participation of the phosphorus in the general biochemical re- 
actions of the body. A large amount of the substance is incor- 
porated into those cells in which proliferation is most active, 
because it is in them that the turnover of phosphorus is greatest. 
One of the most active of such tissues is the bone marrow, 
especially when there is marrow hyperplasia as in polycythemia 
or leukemia. The injection of radioactive phosphorus therefore 
provides a method of irradiating the overactive hemopoietic 
tissues more selectively than can be done with external irradia- 
tion. Patients may be given the desired amount either in a single 
dose or in two doses with an interval of from 6 to 12 weeks 
between the injections. There are no side-effects, and no irradia- 
tion reactions have been observed in the authors’ patients, even 
after administration of the maximum single dose of 7 mc. The 
largest total amount of P*- given to one patient to date is 36 
me. The injection of radioactive phosphorus is a hospital pro- 
cedure; after the drug, given intravenously as a solution of 
sodium phosphate, has been administered, the patient’s urine is 
collected and its radioactivity measured. A safe level (100 me. 
in 24 hours) is usually reached in two or three days after the 
injection and the patient may then be discharged. Further treat- 
ments are usually required every one or two years. The inhibition 
of the bone marrow usually persists for a year or more, but since 
it takes two or three months for the effect on the circulating 
red blood cell mass to become fully evident and since there is 
another period of gradual worsening as the effect wears off, a 
patient who receives treatment Once a year may be properly 
controlled for only two-thirds of that time. Massive venesection 
and simultaneous infusion of a plasma substitute may be used 
to hasten improvement in patients with a notably high red blood 
cell mass by reducing the hemoglobin to a normal level in one 
operation. Polycythemia is not common; its course is usually 
prolonged; and it may remain undiagnosed for years because 
the symptoms may at first be so mild that the patient does not 
seek advice. It is usually regarded as a disease of older persons 
and one that remains with them until they die or are killed by a 
stroke, which is the natural termination of the disease. Transi- 
tion into leukemia or myelosclerosis sometimes occurs, how- 
ever, and the possibility of this transition should be kept in 
mind, especially when radiation therapy is to be given. The 
purpose of treatment is to prevent disastrous vascular accidents 
in the central nervous system and to relieve the patient of 
annoying symptoms. No major thromboses have occurred in 
the authors’ 48 patients since treatment with P*®2 was started 
about six years ago; all the patients are generally better, and most 
of them are symptomatically normal. Those who have had other 
forms of therapy prefer P*- because it is more effective and 
much more convenient than any of the others, in spite of the 
occasional hospital admissions required, 


Patent Ductus Arteriosus: A Critical Evaluation of Its Roentgen 
Signs. T. E. Keats and H. L. Steinbach. Radiology 64:528-537 
(April) 1955 |Syracuse, N. Y.]. 


Keats and Steinbach studied the roentgenograms of 100 cases 
of patent ductus arteriosus. Cardiac enlargement was present 
in 73% of the cases. The chambers most frequently enlarged 
were the left ventricle and the left auricle. Enlargement of the 
left auricle was found to be of some value in differentiating 
patent ductus arteriosus from other congenital cardiac abnor- 
malities. Forty-two per cent of the patients showed roentgeno- 
logic evidence of right ventricular enlargement. This was ob- 
served in patients with presumed pulmonary hypertension as a 
result of a large ductus or constriction of the peripheral branches 
of the pulmonary arteries. The authors’ individual interpretations 
of degree of abnormality of the heart and major vessels, as 
shown roentgenographically, differed considerably. This was 
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particularly true of the estimation of the size of the hilar shadows 
and pulmonary vascularity, where the disagreement averaged 
24°. Differences in estimation of cardiac and chamber enlarge- 
ment averaged 15°. Fifty per cent of the electrocardiograms 
were interpreted as being abnormal. Cardiac and chamber en- 
largement was observed on the roentgenograms in a larger num- 
ber of patients than the electrocardiograms indicated. The main 
pulmonary artery was enlarged in 68% of the cases and its 
branches in 59°. As would be expected, the pulmonary veins 
were engorged in most cases in which the pulmonary arteries 
were enlarged. The “infundibulum sign” was found to be un- 
reliable. It was detected in only 25% of the cases, and similar 
alterations of the aortic shadow were found in an independent 
survey of normal chests in the same age groups. The cardiac 
shadow was considered to have an appearance “typical” of patent 
ductus arteriosus in 41° of the cases. In the age group from 
five and one-half months to three years only 24% were con- 
sidered typical, whereas 58% between the ages of 10 and 36 
appeared “typical.” The size of the ductus was found to correlate 
well with the degree of cardiac enlargement and pulmonary 
vascularity in the various age groups. Below the age of four 
years all patients had cardiac enlargement. In the older age 
groups a ductus of greater diameter was required to produce 
the same relative degree of cardiac and vascular enlargement 
than in the younger children. 


ANESTHESIA 


Cardiac Arrest: Some Etiological Considerations, with Reports 
of 17 Cases. R. P. Bergner. Anesthesiology 16:177-189 (March) 
1955 [Philadelphia]. 


Most of the patients who die on the operating room table 
suffer from trauma or hemorrhage. Their cardiac arrest is of 
the “secondary” type—that is, the heart has stopped beating 
because the patient has died. Occasionally, “primary” cardiac 
arrest is encountered—the heart stops beating but the patient is 
still alive and will remain so for several minutes. Immediate, 
vigorous treatment should restore the heart action. During the 
last four years, the section on anesthesiology of the University 
of Louisville has supervised or administered over 35,000 anes- 
thetics of all types. In this period 17 cases of “primary” cardiac 
arrest occurred. Eleven of the 17 patients are alive and well, 
and 6 died. On the basis of these 17 cases, Bergner discusses 
the anesthetic factors most often responsible for primary cardiac 
arrest and its treatment. He believes that primary cardiac arrest 
is caused more often by surgeons and anesthetists than by anes- 
thetic agents. Seven of the 17 cases were the direct result of the 
anesthetist attempting to “catch up” with the surgical procedure. 
Two cases were at least partially due to technical errors in 
administration of anesthesia. One case was due to surgical error. 
Three cases were due to errors in judgment in administering an 
anesthetic agent used, not because it was the best agent, but 
because nonvolatile or nonexplosive anesthesia was requested 
for the operation. The remaining cases represent “occupational 
hazards,” which will be avoided only by refusing to perform 
hazardous operations on poor risk patients. Treatment should 
be immediate and vigorous and should include artificial respira- 
tion, cardiac “massage,” and elimination of the cause of the 
arrest. 


Clinical Experiences with Controlled Extreme Hypothermia. 
O. Just. Chirurg 26:169-175 (April) 1955 (In German) [Berlin, 
Germany]. 


Hypoxemia and the tissue hypoxia accompanying it constitute 
a great threat for the patient undergoing operations on the heart. 
The basic requirements of controlled hypothermia are: (1) the 
exclusion of the counter-regulatory mechanisms of the body, 
and (2) rapid suppression of the first phase of hypothermia, 
that is, rapid cooling to rectal temperatures of 30 to 28 C (86 
to 82 F), and equally rapid rewarming by the application of 
exogenous heat. For the exclusion of the counter-regulatory 
mechanisms of the sympathetic nervous system, the phenothia- 
zine compounds, particularly chlorpromazine, are used in com- 
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bination with barbiturates. For the cooling of the patient by 
physical means the author in collaboration with technical experts 
developed an apparatus that permits cooling as well as rewarm- 
ing to definite temperature levels. The apparatus constantly 
registers the patient’s rectal temperature and automatically main- 
tains any desired body temperature. The author’s method has 
been used in 72 intrathoracic interventions (48 cardiovascular 
and 24 pulmonary operations) and in the treatment of 6 post- 
traumatic or postoperative complications. The method has proved 
helpful in operations on the heart, in that cardiac arrhythmias or 
extrasystoles have been practically eliminated and adjustment 
is much better during the postoperative course. The method was 
used for pulmonary surgery only if the patient’s general condi- 
tion as well as the pulmonary function were greatly impaired. 
Controlled hypothermia represents advance in anesthesia. 


PHYSIOLOGY 


Preliminary Study on Peripheral Circulation During Deep 
Hypothermia. L.-F. Gelin and B. LOofstrom. Acta chir. scandi- 
nav. 108:402-404 (No. 5) 1955 (In English) [Stockholm, Sweden]. 


The experimental induction of deep hypothermia in rats, 
rabbits, and dogs is accompanied by an increasing aggregation 
of blood cells and slowing of the capillary circulation. This 
process, which begins at a body temperature of from 28 to 25 C 
(86 to 77 F), ends in the complete cessation of capillary blood 
flow as the temperature continues to fall. The circulation then 
is restricted to the arteriolar-venular anastomosis and even here 
sedimentation of the blood cells becomes visible. Rewarming 
reverses the process as the aggregations of blood cells are dis- 
solved and the capillary circulation is restored. Further experi- 
ments showed that the decreasing suspension stability of the 
blood, which is probably due to its increasing viscosity in the 
hypothermic state, can be influenced by withdrawing some of 
the blood and replacing it with a dextran solution of low vis- 
cosity. Failure of the capillary circulation seems to offer at least 
a partial explanation of many posthypothermic complications, 
such as impaired elimination of carbon dioxide at temperatures 
below 28 C (86 F), irreversible ventricular fibrillation, lung 
damage, and ecchymosis. No such complications appeared dur- 
ing three weeks following hypothermia in a dog used in a 
planned survival experiment in which blood, later reinfused 
during rewarming, was withdrawn and replaced by low viscosity 
dextran whenever the aggregation of blood cells became pro- 
nounced. The dog, in fact, was alert and drinking one hour after 
having regained its normal body temperature. 


Ventricular Function: Role of Pericardium in Regulation of 
Cardiovascular Hemodynamics. FE. Berglund, S. J. Sarnoff and 
J. P. Isaacs. Circulation Res, 3:133-139 (March) 1955 |New 
York}. 


Investigations of ventricular function were conducted in eight 
mongrel dogs in which the pericardiums had been artificially 
constricted or opened wide. Data were obtained that appear to 
support the following conclusions. The pericardium restrains 
diastolic expansion and, therefore, ventricular work at high atrial 
or end-diastolic ventricular pressures. When the left ventricle 
is differentially stressed, as by substantially increasing its out- 
flow resistance, it dilates and occupies a disproportionately large 
part of the potential pericardial space. Under these circum- 
stances, when the pericardium is on a relatively steep portion 
of its pressure-volume curve, the effective right ventricular stroke 
work is also limited and pulmonary blood volume and pressures 
are held at lower levels than would be the case if the restrain- 
ing influence of the pericardium were not present. The action 
of the pericardium might be construed as limiting the elevation 
of pulmonary capillary pressure and the edemogenic influence 
thereof when the left ventricle is stressed. It also protects against 
ventriculoatrial regvigitation at high filling pressures. The re- 
gurgitation occurring in the absence of the pericardium may in 
part help to explain the supposed descending limb of the classi- 
cally conceived Starling curve. 
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BOOK REVIEWS 


Abdominal Operations. By Rodney Maingot, F.R.C.S., Surgeon to 
Royal Free Hospital, London. Third edition. Cloth. $24.50. Pp. 1580, with 
i!lustrations. Appleton-Century-Crofts, Inc., 35 W. 32nd St., New York 1, 
1955, 

The current edition of this book is again an excellent reference 
book and brings the subject matter up to date. There are 1] 
new chapters and 24 contributors. The book covers in detail 
most of the abdominal operations in common use. It is not 
intended. as was the first or second edition, to be a general text- 
book of surgery of the abdomen; rather is it a detailed con- 
sideration of the technique of modern abdominal operations. 
The sections on the stomach, duodenum, gallbladder, and bile 
ducts are excellent. More space is given in this edition to the 
Billroth | operation, its technique and indications. The section 
on acute intestinal obstruction should be helpful to the surgeon 
doing emergency surgery. The section on megacolon written by 
Denis Browne is filled with practical details about the operation 
for that condition. The book is clearly written and the illustra- 
tions and drawings are more numerous than in the 1948 edition 
and are of a high standard. This book can be highly recom- 
mended as a reference text to the abdominal surgeon and sur- 
gical resident. 


Essentials of Pediatrics. By Philip C. Jeans, A.B., M.D., F. Howell 
Wright, B.S., M.D., Professor of Pediatrics, University of Chicago, Chi- 
cago, and Florence G. Blake, R.N., M.A., Associate Professor of Nursing 
Education, University of Chicago. Fifth edition. Cloth. $4.75. Pp. 808, 
with 100 illustrations. J. B. Lippincott Company, 227-231 S. Sixth St., 
Philadelphia 5; 2083 Guy St., Montreal, Canada; (British Agent—Sir 
Isaac Pitman & Sons, Ltd., 39 Parker St., London, W.C. 2, England), 
1954. 

The new edition of this textbook embodies the subject of 
pediatrics in a simple and practical manner. A new chapter has 
been added covering nursing care, which describes the general 
principles of pediatric therapy. For one who is not a physician 
but who is interested in the care of the infant and child, this 
book should be helpful. It is highly recommended for the student 
and the graduate nurse. The index is complete. 


Textbook of the Rheumatic Diseases. Edited by W. S. C. Copeman, 
O.B.E., M.D., F.R.C.P., Senior Physician, Arthur Stanley Institute for 
Rheumatic Diseases, Middlesex Hospital, London. Second edition, Cloth. 
$11. Pp. 754, with 464 illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2; E. & S. Livingstone, Ltd., 16 and 
17 Teviot Pl., Edinburgh 1, Scotland, 1955. 

The current edition of this textbook remains a collection of 
infornfative papers brought expertly together into a compact 
whole. The book is spotty in that some of the chapters are 
excellent—notably the editor’s on the historical aspects, David- 
son and Duthie’s on rheumatoid arthritis, Horder and Bywaters’ 
on rheumatic fever, and Golding’s on radiology—while others 
are mediocre. Clinical description is heavily accented, particu- 
larly the severe, museum specimen type of disease. This is in 
contrast to the current emphasis on carly disease in rheumatic 
disease instruction in the United States at both undergraduate 
and postgraduate levels. Schlesinger’s chapter on Still’s disease 
is a notable example of this tendency. The illustrations, par- 
ticularly the radiographs and colored plates, are superb and 
alone would justify the book. For these reasons, this book should 
be considered a reference work rather than a textbook for under- 
graduates. The format is pleasing, typographic errors are few, 
and the style, as in all group efforts, however vigorously edited, 
varies from chapter to chapter. In this field, where differences of 
opinion are frequent and tend often to be on an emotional and 
not a logical basis, a pleasing open-mindedness to many points 
of view with relatively litthe dogmatism is expressed throughout 
ihe book. Under these circumstances, errors of fact may often 
be assumed to be based on differences of opinion and no mis- 
statement of fact was found that could not be interpreted in this 
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light. The delta-1 steroids are not mentioned, highlighting the 
difficulty of writing a textbook in an area where rapid changes 
are taking place. The book is recommended because of the 
several excellent chapters and the superb illustrations. 


History of the Second World War: United Kingdom Medical Series. 
Editor-in-Chief: Sir Arthur $8. MacNalty. The Civilian Health and Medical 
Services. Edited by Sir Arthur Salusbury MacNalty, K.C.B., M.A., M.D. 
Volume II: The Colonies, The Medical Services of the Ministry of Pen- 
sions, Public Health in Scotland, Public Health in Northern treland. 
Cloth. 45s. Pp. 406. Her Majesty’s Stationery Office, P. O. Box 569, Lon- 
don, S.E.1, England, 1958. 


Among the volumes of the official British Medical History of 
World War II, this book is volume 2 of the Civilian Health 
and Medical Services. It has four parts. Part 1 deals with the 
medical services of the colonies, part 2 with the medical services 
of the Ministry of Pensions, part 3 with the public health in 
Scotland, and part 4 with public health in Northern Ireland. 
Here are recorded the medical aspects of the siege of Malta, 
of the war in Hong Kong and Malaya, and of public health 
administration during the war in North Borneo, Ceylon, Cyprus, 
Palestine, and British Somaliland. Some optimism prevailed in 
Malta until Mussolini broadcast his declaration of war; then 
at 6 p. m., June 10, 1940, the medical and health office received 
the following signal “Get hospitals ready.—-War is coming in 
six hours time.” That same evening three omnibuses were sent 
around the island of Malta collecting physicians, nurses, and 
other personnel and delivering them to their places of work. 
By 3 a. m. the next morning the emergency hospitals were ready, 
and four hours later the first casualties were received following 
the first enemy air raid. There were seven more attacks on that 
day. Just before war broke out, a consignment of Tor Tilters 
with all metal stretchers, which are easy to decontaminate, 
reached Malta. The Tor Tilters can be used as a litter, operating 
table, or bed, and a patient placed on it need not be moved 
either for operation or for putting to bed. They were useful 
also in the treatment of shock, because their easy mechanism 
allowed any degree of tilting the patient, and warmth was easily 
attained by placing some sort of heater under the litter. From 
June 11, 1940, to August, 1944, there were 3,343 alerts sounded, 
half of which were actual bombing attacks. Later all com- 
modities were rationed. The rationing of bread caused the 
greatest hardship, as bread is the staple article of diet of the 
Maltese, and, when the ration came down to a pound a day, 
the manual laborers were gravely affected. Later the Maltese 
people had to exist mainly on vegetable soup, some tinned 
meat or fish, a little fat and oil, and beans. With the onset of 
war more people started using pasteurized milk supplied by 
the government. They used less goat’s milk, as the goats were 
slaughtered for food, and so the incidence of Malta or undulant 
fever declined. While the government later pasteurized the goat’s 
milk, these measures were released after 1944, and the prevalence 
of Malta fever started to rise again. 

The story of Singapore in Malaya is tragic. While the 
European women physicians and nurses were ordered to leave 
Singapore on Feb. 13, 1941, some of them remained, as did 
nearly all of the Asiatic nurses. Those who were leaving were 
bombed at the docks, and their ship was sunk. Many of those 
who survived that attack were lost later when the ship that 
rescued them also was sunk. Forty matrons and nurses of the 
Civil Medical Services lost their lives in their attempt to escape 
from Singapore. On the above date, 2 medical students who 
had remained at one hospital were hit by shell splinters, and, 
when they were being buried by their fellows in a trench near 
the Medical College, shells fell on the burial party and killed 
12 more students. In Singapore the number of civilians alone 
who were killed or who died of wounds between Dec. 8, 1941, 
and Feb. 15, 1942, was more than 6,000. 

This volume continues to review the medical work of other 
British colonies during the war, emphasizing particularly ithe 
organization of the hospital and medical services. 
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QUERIES AND MINOR NOTES 


HEADACHE WITH CHANGE OF WEATHER 

To tHE Epiror:—What therapy may be successful in a case of 
headache and insomnia that occur with a change of weather 
front, outside of change of climate, which has so far proved 
unsuccessful? M.D.. New York. 


ANSWER.—This case poses a difficult therapeutic problem. A 
carefully recorded history might give one a better clue as to 
the nature of the illness. It would be helpful to Know the age 
and the sex of the patient and additional information regarding 
the possible role that nervous tension may well play in the pa- 
tient’s complaints. Some observers would readily classify the 
headache as another expression of the migraine syndrome. This 
may be true. C. A. Mills (Climatic Factors in Health and Dis- 
ease, M. Physics, pp. 232-244, 1944) stated that storm changes 
certainly constitute a major health factor in regions where they 
are frequent and abrupt, but much more evidence must be 
accumulated before the physiology of these effects can be clearly 
understood. Individuals differ greatly in their sensitiveness to 
storm changes. It would appear as if some people are utterly 
unfitted for existence in a stormy region and should be advised 
to migrate to a region of lesser turbulence. 


RECTAL SYMPTOMS FOLLOWING USE 
OF TERRAMYCIN 


To THE Epiror:—A 65-vear-old man received terramvcin orally 
for a bronchial infection every six hours for a 12 dav period 
during January, 1954. Following the treatment, he suffered 
intense burning of the rectum after each bowel movement. 
Stools were a brownish red, but blood was never found by 
direct microscopic examination or occult blood reaction. No 
abdominal pains or diarrhea were associated with the condi- 
tion, although frequent bowel movements still persist—from 
five to seven daily. Stool specimens were strongly acid. Direct 
smear and cultures were made for ameba, tuberculosis, bacil- 
lary dysentery, and various intestinal parasites. All findings 
were negative. Proctoscopic examination was normal. Treat- 
ment consisted of buttermilk, 1 qt. daily for two weeks, meat 
free diet for three weeks, and soft diet for three weeks. A 
paragoric mixture containing bismuth and lactate of pepsin, 
barium sulphate enemas, and Escherichia coli enemas were 
given orally for several days, as was sodium bicarbonate. 
Early bacteriological studies of feces showed a predominance 
of gram-negative micrococct. Esch. coli appeared more thin 
than normally in feces; later study showed a more normal 
abundance of bacterial flora. The condition persists, although 
it is not as severe as formerly. The treatment gave only partial, 
temporary relief. The patient had no change in weight, no 
rashes, no evidence of vitamin deficiency. M.D.. Texas. 


ANSWER.—The occurrence of rectal or anal symptoms or 
rectal signs in the course of or just following administration of 
one of the tetracyclines is not uncommon. At times the signs 
and symptoms are the result of moniliasis of the rectum or a 
monilial infection of the perianal region. Not infrequently, when 
this is the case and local antimonilial therapy is employed, an 
overtreatment dermatosis is produced. This condition may be 
mistaken as to its origin; new therapeutic regimens are insti- 
tuted and the overtreatment continues with increasingly dire re- 
sults. However, in the patient described above there is no 
evidence that a moniliasis existed, and no treatment directed at 
it was prescribed. In other patients having rectal symptoms, no 
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abnormal signs are found in the rectum and nothing exists toward 
which specific treatment can be directed. The patient above illus- 
trates this point. Pathological changes were not noted in the 
rectum and still, months after the antibiotic was discontinued, 
loose stools and rectal burning persisted. This happened despite 
extensive therapy both systemic and local, which was designed 
to correct these complaints. A number of patients have this type, 
of course, but experience shows that in time the discomfort dis- 
appears, often, it seems, in spite of all that is being done 
medically. In view of the case, it is recommended that a careful 
survey of the rectum be repeated. If no pathological changes are 
found, the patient should be reassured as to his eventual re- 
covery, and all therapy specifically designed for the amelioration 
of the rectal condition should be discontinued, 


TIME REQUIRED FOR DESENSITIZATION 


To THE Epitor:—J/n my work as allergist 1 have patients who 
receive benefits from the United Mine Worker Welfare Fund. 
In my reports to the Welfare Fund, they ask further esti- 
mated length of time required for desensitization and specific 
recommendations for further treatment. The majority of those 
who have stopped taking desensitization have returned in a 
short time for further treatment. Could vou give me a Sstate- 
ment as to the length of desensitization? 


L. Evert Shrewsbury, M.D., Beckley, W. Va. 


ANSWER.—It is impossible to give definite figures as to the 
length of time required for desensitization. At least three major 
variables contribute to this uncertainty. The nature of the allergy 
is important. In an induced allergy (insulin, liver, ete.), it may 
be possible to produce effective and Jasting desensitization in 
weeks or months. In naturally acquired allergy it is a more 
laborious process. Here, too, it depends on the nature of the 
symptoms. For example, it is more difficult to produce relief 
from the nasal than from the bronchial symptoms. The char- 
acteristic of the allergen and the degree of exposure to it are 
important factors. It is much easier to accomplish clinical de- 
sensitization against grass hay fever than against ragweed and 
more difficult against mold allergy. It is easier to desensitize 
against ragweed in Boston than in Indianapolis or Chicago and 
more difficult to desensitize against house dust in a furniture 
upholsterer than in a businessman. Perhaps the greatest variable 
is the patient himself. Desensitization depends on an active 
process of immunity production. Some have the ability to re- 
spond rapidly and to maintain their immunity; others have a 
poor response or none at all. In seasonal hay fever many patients 
obtain results the first season. Those who have two excellent 
seasons may go for one to several seasons without treatment 
and occasionally indefinitely. In nonseasonal cases, such as dust 
allergy, for example, fair results may be obtained in months in 
many instances. When the results are good the intervals are 
lengthened. If the patient gets along between long intervals, the 
injections may be discontinued altogether. This may take one 
year Or several years, and the period of relief is also uncertain. 
In other words, there is no set pattern. All one can say is that 
a year of treatment is likely to produce good results without any 
possibility of forecasting permanency. 


PREGNANCY IN BICORNATE UTERUS 


To THE Epiror:—A patient six months pregnant has a bicornate 
uterus with double cervices. She is pregnant in the right horn 
and threatened to miscarry at three months but did not. Pelvic 
measurements are normal. Please advise as to the management 


of such a case. Glenn T. Howard, M.D., Alice, Texas. 


ANSWER.—There are so many abnormalities of the uterine 
anatomy that it is difficult to prognosticate any individual out- 
come. In general, if there is a double cervix there are likely to 
be two separate uterine cavities, either two separate cavities or 
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at least a complete septum. The bicornate uterus usually does 
not have a septum or a double cervix. One case has been heard 
of where a breech presentation delivered one leg down through 
each of two cervices. In this case, the cervical septum was di- 
vided. In these cases watchful expectancy should be the rule, 
because many deliver spontaneously, undiagnosed until the 
patient is examined at a later date. The patient, of course, should 
be delivered in a hospital, with blood and operating room avail- 
able quickly. In labor, the uterine contractions should be checked 
carefully for signs of uterine weakness or undue pain. One 
should be sure the presenting part is coming down through the 
cervix connected to the side of the uterus the pregnancy is in. 
If the labor progresses normally, the only precaution post partum 
would be to make sure no rupture had occurred by manual 
intrauterine palpation. If trouble is encountered with the labor, 
namely, failure of descent or evidence of an obstructed labor, 
constriction ring or poor inefficient and irregular contractions, 
then a cesarean section should be considered, 


PULMONARY COCCIDIOIDOMYCOSIS 


To THE Eprtor:—A 40-year-old man developed acute coccidi- 
oidomycosis of the left lung two vears ago, with two thin- 
walled cavities in the left mid and upper lunge. The cavities 
gradually disappeared. At present the patient has mild pain 
in the left side of his chest, a feeling of tightness (worse when 
tired), and a productive cough. Medium thick mucus that is 
clear or light brown is raised several times daily. Cultures 
revealed no tuberculosis and no fungi. Chest x-rays now 
appear to be perfectly normal, Is there any treatment indi- 
cated? Will the cough, tight feeling, and pain disappear in 
time? If they are permanent, is there danger of complications; 
especially, is tuberculosis a greater danger because of lowered 
resistance? — Ellis V. Browning, M.D., Springerville, Ariz. 


ANSWER.—It would seem, from reported laboratory studies, 
that the present symptoms of cough, “tightness” in the left side 
of the chest, and mild chest pain are not due directly to active 
bacterial or fungous disease. On the other hand, it would seem 
possible that the active fungous disease of two years ago may 
have produced structural changes in the left lung that may be 
of a chronic or even permanent nature. Plain chest films are 
now normal, but might not a significant degree of bronchiectasis 
be found by the use of a contrast medium? If bronchiectasis is 
shown to be present, it would then be important to use the 
usual medical procedures for that condition, e. g., postural 
drainage, antibiotics, given systemically or by inhalation, and 
general supportive measures. This attack might relieve the 
patient, at least for some time. Eventually surgical measures 
might be indicated. Should bronchiectasis not be present, this 
consultant would not hazard an opinion as to the duration of 
these symptoms in the future. Anyone with such symptoms as 
these should be checked periodically for clinical, laboratory, or 
roentgenologic evidence of tuberculosis or of reactivation of the 
original, proved pulmonary coccidioidomycosis. 


THE PINEAL BODY 


To THE Epitor:—What is the function of the pineal body? Does 
calcification occur in the pineal body? Can such calcification 
be incident to a mild head injury, and what effects would 
such a condition have on the patient? The patient is a farmer 
about 50 vears of age. He was apparently a healthy individual 
who sustained a mild head injury in October, 1954. He was 
unconscious for about five minutes and was unfortunate to 
fall into the hands of an irregular practitioner who made the 
above diagnosis from x-ray findings. 

S. W. Scorse, M.D., Joplin, Mo. 


ANSWER.—The function of the pineal body is unknown. It is 
frequently calcified and visible in x-ray films. The incidence ot 
calcification of the pineal body increases with age. During the 
first decade of life it is present in about 10° of the cases and 
rises to a peak incidence of between 70 and 80° in adults of 
rather advanced age. Calcification of the pineal body is a normal 
development and in no way related to head injuries or any other 
injury or condition. Calcification of the pineal body would have 
no affect on the patient. 
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HYPERTENSIVE ULCER OF LEG 


To THE Eprror:—Please give a clinical description of the so- 
called hypertensive ulcer of the leg and also a differential 
diagnosis emphasizing the various characteristics that help to 
differentiate the various types of ulcers that occur around the 
malleoli of the ankle. M.D., New York. 


ANSWER.—Hypertensive ulcer of the leg occurs predominantly 
in females between the ages of 50 to 70 years but has been seen 
in men. A painful red plaque occurs on the lateral or posterior 
surface of the leg, which breaks down and shows very little 
healing tendency. The patient is hypertensive, and arteriolar 
sclerosis is evident in the retina, in renal vessels, and in the 
biopsy specimen taken from the margin of the ulcer. A thick, 
diphtheritic-like membrane forms over the ulcer, which is un- 
usually painful. Postphlebitic ulcers occur more often on the 
medial side a few finger-widths above the inner ankle, where 
they ride over a large incompetent perforator vein. This ulcer, 
due to stasis, shows hypertrophic granulations and drains pro- 
fusely. Not so the ischemic, hypertensive ulcer, which is dry. 
forms a scab, and is associated with no evidence of deep venous 
insufficiency. Associated with a mottled skin, there are multiple 
painful small ulcers due to livedo reticularis or chronic frost- 
bite. In occlusion of major arteries, such as the popliteal, true 
arteriosclerotic ulcers may appear, especially over the tibia or 
other points of pressure. Traumatic ulcers, if they are allowed 
to become infected and are not aided by elastic support, will 
become chronic. A whole set of dermatological conditions, such 
as erythema induration, erythema nodosum, or chronic recurrent 
panniculitis, may break down and ulcerate. They are not asso- 
ciated with hypertension and occur in younger, sensitized in- 
dividuals. Syphilitic and tuberculous granulomas may break 
down and ulcerate. The individual trying to diagnose a chronic 
leg ulcer that is obviously not phlebitic needs the advice of a 
broadly trained diagnostician, possibly a dermatologist or 
vascular surgeon, 


MIGRAINE 


To THE Epiror:—/s migraine a functional or organic disease? 
If organic, what is the pathology? 


W.S. Levy, M.D., Woonsocket, N.Y. 


ANSWER.—The question is best answered by describing what 
is Known about the nature of migraine attacks. The questioner 
may then decide which term serves. Of the mechanism of the 
pain the following statements may be made. During the head- 
ache attack certain of the cranial arteries dilate. Chief among 
these are the superficial temporal, supraorbital, and frontal 
arteries: less common are the postauricular and the occipital 
arteries. Occasionally also, probably the middle meningeal and 
perhaps sometimes the major branches of the circle of Willis 
are painfully involved. The venous structures also dilate but not 
painfully. Along with this vasodilatation, which may be in itself 
sufficiently great to be painful, there is elaborated or accumu- 
lated about these vessels a substance that lowers the pain 
threshold and enhances the painful effect of the vasodilatation. 
It also causes the scalp to become tender. As the headache per- 
sists there is often perceptible edema of the skin and subsurface 
structures in the affected area of the head. Studies of the in- 
volved arteries in which biopsy has been done at the height of 
the headache attacks reveal perivascular, mural, and areolar 
edema. Occasionally after some hours of headache small hemor- 
rhages may be evident in the lids and scalp and in the con- 
junctiva, and moderately large hematomas may occur in the 
subsurface tissue about the artery or arteries painfully involved. 
Very rarely intracranial vascular accidents also occur. Besides 
these local structural and pathophysiological changes, which are 
more or less promptly reversed by vasoconstrictor agents such 
as ergotamine or nor-epinephrine, there are a host of other more 
generalized disturbances. One of the most conspicuous of these 
is the weight gain (sometimes as much as 10 Ib. [4.5 kg.]) due 
to the accumulation of water for days or hours preceding the 
attack and the dumping of such fluid during the attack. Included 
also are disturbances of gastrointestinal, cardiovascular, and 
thermal regulatory functions. After many hours of such an 
attack, a few persons exhibit transient ptosis and strabismus 
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probably due to pressure upon cranial nerves by neighboring 
edematous arteries in or near the orbit. Such a syndrome is 
referred to as ophthalmoplegic migraine. 

Local vasomotor disturbances may account for the headache 
and the visual and other head phenomena, but obviously they 
do not explain more general disturbances; as yet ill-defined 
mechanisms are probably implicated. Migraine attacks occur in 
persons subject to them after periods of prolonged or intense 
effort and after periods of sustained but usually repressed anger 
or resentment. They may also occur in women near the menstrual 
period. Their frequency and severity can be modified by atten- 
tion to the individual's pattern of life. In essence the migraine 
attack is a sequel of an individual's adaptation featured in most 
by sustained conscientious effort and feelings of emotional in- 
security. It entails certain pathophysiological and structural 
alteration of both a painful and a nonpainful nature. 


ARTERIOSCLEROTIC RENAL DISEASE 


To THE Epitor:—My colleagues and I have frequently encoun- 
tered patients of middle age and older who have some degree 
of arteriosclerosis, both with and without hypertension, who 
give no history or symptoms of ever having had glomerulo- 
nephritis. On urinalysis, there is a normal specific gravity and 
a trace to 3 and 44+- albumin. Microscopic examination shows 
a few hyaline and granular casts, 2 to 8 pus cells and 2 to 5 
red blood corpuscles per high-power field. Such urinary find- 
ings in a person with hypertension may be ascribed to arterio- 
larnephrosclerosis. But what of those people who are normo- 
tensive? Admittedly, some of these people have a chronic 
glomerulonephritis, but we find it hard to believe that such 
urinary findings in a normotensive arteriosclerotic person can 
be ascribed to nephritis in the majority of cases in which such 
conditions are found. We would appreciate your opinion. 

A. Lemuel Rosenblatt, M.D., St. Matthews, Ky. 


ANSWER.—Protein in the urine along with some granular and 
hyaline casts and red blood and white blood cells are usual in 
patients with arteriosclerotic renal disease. This is a focal lesion 
and does not lead to development of hypertension in itself. 
Hypertension, of the systolic variety, is a not unusual accompani- 
ment. Chronic progressive glomerulonephritis would seldom be 
found without some reduction of renal excretory function and 
often reduction in plasma protein level. 


CANCER OF BREAST 


To THE Epiror:—What is the indicated treatment in the fol- 
lowing case? A 70-year-old woman has a tumor I em. in 
diameter in the 3 o'clock axis of the right breast (medial 
quadrant), which on frozen section shows adenocarcinoma. 
There are no palpable peripheral nodes. X-ray of the chest 
is normal, Should a radical or a simple mastectomy be per- 
formed? If the patient was a good surgical risk would a radi- 
cal amputation be indicated despite the rise of the tumor in 
the medial quadrant? Is postoperative x-radiation indicated 
whether a simple or a radical mastectomy is performed? 


M.D., New York. 


ANSWER.—The consensus in the United States is that the 
patient in question should have a radical mastectomy, preferably 
performed immediately following the frozen section. Most sur- 
geons would give postoperative x-ray therapy if the pathologist 
reports that the axillary lymph nodes contain tumor. Since Saphir 
has demonstrated a 30% error in the routine determination of 
axillary metastasis, a wiser plan is to give irradiation therapy 
to all patients in whom radical mastectomy has been done. 


COMMERCIALLY SOFTENED WATER 


To THE Epitor:—/s there any danger in using commercially 
softened water for the wet Sterilization of syringes and 
needles? We have “Culligan water’ available locally. 


M.D., Nebraska. 


ANSWER.—There is no danger in using water softened by the 
use of Zeolite for sterilization of needles and syringes. Such 
water is not pure but merely has had the calcium and magnesium 

removed to prevent the formation of insoluble soaps. 


J.A.M.A., July 9, 1955 


PRIMARY AMENORRHEA 


To THE Epitror:—/n Queries and Minor Notes, THe JOURNAL, 
April 30, page 1664, in the answer to a question on primary 
amenorrhea, the consultant outlined a treatment without dis- 
cussing what seems an important diagnostic problem. Since 
there is hair growth on the upper lip as well as a hypertrophied 
clitoris, a virilizing lesion either of the adrenal cortex or of 
the ovaries should be ruled out before starting therapy with 
sex steroids or gonadotrophins. Such a study should include 
determination of urinary 17-ketosteroids and pregnanediol 
complex; pelvic examination may have to be performed under 
anesthesia in order to obtain good palpation of the adnexa. 
If the hormone excretion is within normal range an explora- 
tory laparotomy, with inspection and biopsy of the ovaries 
should be considered. Karl E. Paschkis, M.D. 

Director, Division of Endocrine 

and Cancer Research 
Jefferson Medical College 
Philadelphia. 


To THE Eprror:—I/n THE JouRNAL, April 30, page 1664, is a 
query regarding management of a 17-year-old girl, with slight 
hair growth on the upper lip, small breasts, hypertrophy of 
the clitoris, and a history of only one menstrual period at 
age 15, The consultant failed to mention the very good pos- 
sibility of an androgen-producing lesion, With the combina- 
tion of hirsutism, amenorrhea, and an enlarged clitoris, a 
virilizing lesion should be looked for primarily before attempt- 
iny any therapy. Other authors and I have recently published 
some articles on the problem of virilism. (Segaloff, A., and 
others: Differential Diagnosis of Virilism, J. Clin. Endocrinol. 
15:142-147 |Jan.| 1955; and Segaloff, A.; Gordon, D., and 
Horwitt, B. N.: Differential Diagnosis of Adrenal Lesions by 
the Use of Intravenous Administration of Hydrocortisone, 
J. Lab. & Clin. Med. 45:2/9-227 [Feb.j 1955.) A urinary 
17-ketosteroid determination should be performed. If an ab- 
normally high excretion rate is found, then the intravenous 
hydrocortisone test should be used to determine the presence 
of virilizing adrenal hyperplasia as opposed to an adrenal 
tumor. If the 17-ketosteroid excretion is normal, a thorough 
pelvic examination should be performed to determine the pos- 
sibility of an ovarian tumor, the most commonly seen by us 
being of hilus cell origin, With the information available in 
the query, | would think virilizing adrenal hyperplasia to be 
the most likely diagnosis, and if found, easily corrected by 
the long-term administration of cortisone or hydrocortisone. 
(Segaloff, A.; Gordon, D., and Horwitt, B. N.: Therapy of 
Virilizing Adrenal Hyperplasia with Hydrocortisone Acetate, 
J. A. M. A. 157:1479-1481 [April 23] 1955.) 

Douglas L. Gordon, M.D. 
3129 North Boulevard 
Baton Rouge, La. 


To THE Eprror:—/n the Queries and Minor Notes section of 
THe JOURNAL (157:/664 [April 30] 1955) is an inquiry con- 
cerning amenorrhea in a 17-year-old girl who had a menstrual 
period at age 15 and then no more menstruation, She had 
a slightly increased amount of hair on her upper lip, small 
breasts, and small uterus, and the clitoris was hypertrophied. 
In the answer, no mention is made of the diagnosis. The 
answer consists only of the use of estrogens and progesterone 
to bring about uterine bleeding. Pituitary preparations are 
also discussed, as is x-ray therapy to the pituitary and ovaries. 
In managing a patient with amenorrhea, it is most important 
to determine first the cause. In this instance, it would seem 
that certain tests are indicated before launching on a treat- 
ment program, An x-ray of the sella turcica should certainly 
be obtained, and the follicle-stimulating hormone excretion 
in the urine should be determined. It is possible that she has 
an adrenal cortical lesion, and determination of 17-ketosteroid 
excretion in the urine would be of value. A culdoscopic ex- 
amination might be helpful to see if there is any primary 
ovarian disease, such as polycystic ovaries or an ovarian 
tumor. Harry F. Klinefelter Jr., M.D. 

1101 N. Calvert St., Baltimore 2. 
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